American Journal of 
Obstetrics and Gynecology 


Vou. 33 Fesruary, 1937 No. 2 


American Association of Obstetricians, Gynecologists 
and Abdominal Surgeons * 


UNDERGRADUATE TEACHING OF GYNECOLOGY IN 
NORTH AMERICA 


PRESIDENTIAL ADDRESS 


Louis E. PHaneur, M.D., Sc.D., F.A.C.8S., Boston, Mass. 


HE specialty of gynecology has gone through three different phases. 

It was at first attached to medicine, then to surgery, and it is now 
coordinated with obstetrics. The Greek conception of the teaching and 
practice of medicine had a tendency toward unification: thus, Hippoe- 
rates taught and practiced both medicine and surgery. The Arabs owed 
their success in the sciences to the Greek authors, whose writings they 
translated and whose traditions they followed. With the migration of 
the center of medical education to occidental Europe, the physicians 
abandoned the practice of surgery to the surgeons and barbers. During 
the thirteenth century physicians and surgeons again appropriated all 
the branches of medical practice. Diseases of women, the therapeutics 
of which were medicosurgical, were treated by all. In France, Récamier, 
although a physician, practiced uterine curettage, amputation of the 
cervix, and vaginal hysterectomy. 
After the discoveries of Pasteur and Lister the surgeons took over the 
practice of gynecology to a great extent, and justly profited by the im- 
petus and improvement which they contributed to this branch of medi- 


*All papers published in this issue up to page 342 were read at the Forty-Ninth 
Annual Meeting of the American Association of Obstetricians, Gynecologists and 
Abdominal Surgeons, held at Bretton Woods, N. H., September 14 to 16. 1936. 
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eine. By the end of the nineteenth century, well-established Women’s 
Clinics were functioning in several countries, many combining gyne- 
cology with obstetrics in both teaching and practice. In Great Britain, 
Germany and Austria, combined departments, under the guidance of de- 
partmental heads well grounded in both branches of the specialty, were 
created, thus placing the teaching of diseases of women on a sound basis. 
In France, however, gynecology and obstetrics were distinctly separated, 
as they are today, the teaching of the former being in the hands of gen- 
eral surgeons, who, when appointed to the chairs of gynecology, limited 
their instruction and practice to that art. 

In America several physicians made noteworthy contributions to the 
development of the science and art of gynecology. The names of Ephra- 
im McDowell, J. Marion Sims, Robert Battey, Nathan Bozeman and 
many others are familiar to all practitioners and medical students and 
recall to mind the importance of their original work. Ephraim 
McDowell opened the door to abdominal surgery, and the story of Jane 
Crawford has been told and retold in the classroom and before medical 
societies. To J. Marion Sims we owe a debt of gratitude for conquer- 
ing a distressful malady, vesicovaginal fistula, and even to this day the 
technie which he so carefully developed is employed unchanged in the 
treatment of a number of these disorders. Following Sims in the 
Woman’s Hospital in the State of New York, Thomas Addis Emmet 
presented to the world the principles of vaginal plastic surgery. Robert 
Battey, of Rome, Georgia, proposed his operation of removing the 
ovaries to ‘‘establish at once the change of life for the effectual remedy 
of certain otherwise incurable maladies.’’ This operation was a source 
of controversy from the beginning, and may have helped to settle the 
point that normal ovaries should not be removed. The brothers, John 
Light Atlee and Washington Lemuel Atlee, played an important part 


‘in American gynecology. Washington Atlee was awarded the prize of 


the American Medical Association for the year 1853 for his paper en- 
titled ‘‘The Surgical Treatment of Fibrous Tumors of the Uterus, 
Heretofore Considered Beyond the Resources of Art.’’** On Jan. 5, 
1861, the Obstetrical Society of Boston was organized. This society, 
the oldest in our specialty in this country, has held continuous meet- 
ings since that date or for seventy-five years. The American Gyne- 
cological Society was founded in 1876 and the American Association 
of Obstetricians and Gynecologists in 1888, this organization becoming 
the American Association of Obstetricians, Gynecologists and Abdomi- 
nal Surgeons in 1920. The progress of American gynecology is well 
depicted in the transactions of these two National Societies. ‘ 

In North America the tendency of the present is to unite the two 
specialties in a woman’s clinic. This ideal situation is becoming more 
and more apparent in educational centers, such as the university hos- 


*Trans. A. M. A., vol. 6, 1853. 


PHANEUF: UNDERGRADUATE TEACHING OF GYNECOLOGY 185 


pitals. In certain American schools, where obstetrics and gynecology 
are given in a number of different hospitals, it is deemed advisable to 
have separate chairs; since the physical plants are geographically so far 
apart, their correlation is a difficult task for one individual to control. 
In such instanees, it is desirable that the instructor in obstetrics be well 
grounded in gynecology and the teacher of gynecology in obstetrics. 
While a physician may limit his instruction and practice to one or the 
other branch of the specialty, his efficiency will be all the greater if 
his fundamental training has been equal in both. An obstetrician who 
has not had thorough training in gynecology is handicapped in present- 
ing the art to his students, just as a gynecologist who does not have 
a basic understanding of obstetrics is at a disadvantage in attempting 
to impart knowledge in relation to pregnancy and childbirth. If, for 
one reason or another, the head of the department prefers to teach 
obstetrics or gynecology, the other branch should be presented by an 
associate who may also hold a full professorship or who may occupy 
a prominent position in the department. If gynecology is not given 
the place which it deserves in a woman’s clinic, it is likely to be ap- 
propriated by the Department of Surgery. Adequate preparation for 
the teaching of diseases of women involves a knowledge of pathology, 
bacteriology, endocrinology, irradiation, conservative treatment and 
surgical technic; obviously a long period of postgraduate study is es- 
sential to acquire this erudition. In the Tufts Medical School, although 
the chairs are separate, both departmental heads are in charge of 
unified clinics and practice both branches of the specialty. 

In the past, one of the greatest hindrances to a combined department 
has been a well-planned course in obstetrics with very little attention 
being paid to gynecology. As pointed out, the practice of this art 
includes considerably more than the performance of an hysterectomy. 
The attitude of many teachers has changed materially during the last 
decade, directing their instruction toward diagnosis, office treatment, 
and the indications for operation. The technic of major pelvic opera- 
tions should be left for postgraduate study and whatever time the 
undergraduate student spends in the operating room should be devoted 
to the study of living pathology. In other words, the time of the medi- 
cal student should be utilized for basic sciences and whatever knowl- 
edge he can best acquire during his undergraduate days, rather than 
to subject matter which can be better obtained by postgraduate in- 
struction. 

That gynecology is not synonymous with pelvic surgery is mani- 
fested by the fact that only a limited number of patients with pelvic 
symptoms in a large clinic come to operation. At the New England 
Medical Center, a part of which is the Boston Dispensary, founded in 
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1796, there are no facilities for housing patients except for diagnosis. 
This is one of the large out-patient clinics of Boston. In 1934 there 
were 2,209 gynecologic patients making a total of 8,928 visits. Of this 
group only 84 or less than 4 per cent were recommended to hospitals 
for operation. In 1935, 2,103 patients made 7,117 visits and 71 pa- 
tients, slightly more than 3 per cent, were referred for operative pro- 
cedures. While it is true that in hospitals having a House Service a 
larger number of patients may be sent in for surgical intervention, 
these figures tend to show, nevertheless, that the majority of patients 
with gynecologic complaints may be treated by conservative means. 
At our 1929 meeting, Walter T. Dannreuther, in his paper entitled 
‘The Teaching of Postgraduate Gynecology,’’ stated that in the year 
1928, at the gynecologic clinic of the New York Postgraduate Medical 
School and Hospital, 2,864 new patients had been seen, of which 228, 
about 8 per cent, had been operated upon. In view of the foregoing, 
one cannot help but feel that conservative therapy, even though pro- 
longed over a considerable period of time, is more skillful treatment 
than castration by hysterectomy, and will certainly react to the ad- 
vantage of the patient in most instances. 

The American Board of Obstetrics and Gynecology, the foundation 
and function of which formed the subject of Dr. Dannreuther’s presi- 
dential address in 1932, has done and is doing a great deal to elevate 
the standards of our specialty in this country. Examinations con- 
ducted by this board have shown that education in gynecologic and 
obstetric pathology has been sadly deficient in our American medical 
schools, and a not uncommon statement by candidates for the board’s 
examination is that they have not looked at a microscopic slide since 
they left the medical school. 

Fred L. Adair, writing on obstetric education in the report of the 
Sub-Committee on Obstetric Teaching of the White House Conference, 
states: 

There are relatively few places where additional training in obstetrics can be 
secured. Such opportunities exist mostly in the large cities in connection with 
maternity hospitals. Usually such hospitals have not had close connection with 
medical schools. 


What is said about obstetrics applies equally to gynecology. Many 
of the large hospitals in America have no separate gynecologic service 
or woman’s clinic, the gynecology being assigned to general surgery. 
In the presence of this condition, it is evident that patients, for the 
teaching of our specialty, cannot be grouped and used to advantage 
to the patient, the student, and the teacher. By segregating these 
patients on a separate service, on the other hand, the methods em- 
ployed for their care can be better demonstrated and special labora- 
tories for gynecology can be established within the department. It 
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should be apparent that the physician who regards himself as a spe- 
cialist should have a basic knowledge of the pathology involved in the 
lesions which he is treating conservatively or operatively, and that he 
should have at hand the proper facilities to impart this knowledge to 
his students. The formation of these services in gynecology or in ob- 
stetrics and gynecology offers another advantage and that is a place 
where the student may be further trained after leaving the medical 
school. Such services can be adjusted to offer two types of education: 
training in gynecology for a number of months as part of a general 
hospital interneship and a residency where every few years a well- 
trained specialist may be graduated. The facilities for special train- 
ing for men who have served long interneships and desire to specialize 
in this branch of medicine are extremely limited in America. The 
establishment of gynecologic or of women’s clinics in all large hos- 
pitals would be a logical solution of this problem. Working along 
these lines, the American Board of Obstetrics and Gynecology, in the 
April, 1936, number of the AMERICAN JOURNAL OF OBSTETRICS AND 
GyNeEcoLocy, published a survey of obstetric and gynecologic oppor- 
tunities in 89 hospitals in the United States and 12 in Canada, this 
survey having been made in 1935. 

H. J. Stander, in an article entitled ‘‘Teaching of Obstetrics and 
Gynecology in the United States,’’* gives the following excellent reasons 
why the department of obstetrics and gynecology should be a combined 
one: 

1. Both branches of the specialty deal with the physiology of the reproductive 
system of women. 2. We are just on the threshold of discoveries in such fundamental 
questions as the hormones, related to menstruation and reproduction; how can one not 
schooled in all phases of female physiology hope to comprehend, much less add to, 
the information of the intricate relationships of these hormones? 3. All progress in 
medicine depends upon careful observation and investigative work. Obstetrics and 
gynecology are in a field with common interests and its investigative work should be 
conducted in a combined department. 4. Operative obstetrics to be done well should 
be done by one familiar with and trained in operative methods and asepsis. Similarly 
the gynecologist, if he is to be somewhat more than a knife-loving operator, must have 
an obstetric point of view. 


With this obstetric point of view in mind, the pelvic surgeon will 
refrain from doing high amputation of the cervix when treating cervi- 
eal lacerations in young women during the childbearing age, he will 
not do abdominal fixation of the uterus in an attempt to correct retro- 
version or prolapse in women who are to have more children, and he 
will not remove the uterus to control hemorrhages of endocrine origin 
in the adolescent. I have previously emphasized, by figures, that the 
therapy of gynecology is mainly conservative. 


*Am. J. Surg. 28: 61, 1935. 
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The American Board for Medical Specialties was organized in 1933 
and 1934 for the purpose of coordinating graduate education and cer- 
tification of medical specialties in the United States and Canada. This 
board reports to and functions in conjunction with the Council on 
Medical Education and Hospitals of the American Medical Association. 
It is made up of representatives from the Association of American 
Medical Colleges, the American Hospital Association, the Federation of 
State Medical Boards of the U.S. A., the National Board of Medical 
Examiners and the several special examining boards. This is evidence 
of the effort which the profession in America is making to elevate the 
standards for the various specialties. The effect of such constructive 
activity should be far reaching. 

In order to ascertain the existing conditions in regard to the teach- 
ing of gynecology in North America, a personal study was started in 
October, 1934, and the list of medical schools approved by the Council 
on Medical Education and Hospitals of the American Medical Associa- 
tion, published in the Journal of the American Medical Association, Aug. 
26, 1933, was used as a basis. There were listed 87 approved schools, 11 
of which covered only the first two years of instruction, leaving 76 
schools, 67 in the United States and 9 in Canada, which gave courses 
in gynecology. A questionnaire containing 17 questions was sent to 
the 76 professors of gynecology or professors of obstetrics and gyne- 
cology. Fifty-six, or 73 per cent, of these questionnaires were returned. 
The data compiled therefrom are, therefore, only approximate, but a 
sufficient number of schools answered to make the figures fairly repre- 
sentative of a cross-section of the departments in the United States 
and Canada. 

It was found that gynecology existed as a separate department in 
21 schools; that it was combined with obstetrics in 34 schools, and asso- 
ciated with general surgery in only 3 schools. In one instance in which 
gynecology is combined with general surgery, it is so allied only clini- 
cally ; i.e., gynecologic patients are assigned to the surgical service, but 
the course in gynecology is separate and not integrated with obstetrics. 
In another instance, gynecology is combined with both obstetrics and 
surgery. Since the teaching is done in a university hospital, the pa- 
tients are divided into two groups: (1) surgery and gynecology, (2) 
obstetrics and gynecology. The services are for three-month periods, 
the first three months the surgical and gynecologic service taking the 
tumor and inflammation cases and the obstetric and gynecologic serv- 
ice taking the plastic repairs and the functional! cases. The second 
three months the order is reversed, ete. In the third instance gyne- 
cology is a division of the surgical department and is not combined 
with obstetrics. To summarize (Chart 1), gynecology is combined 
with obstetrics in 60 per cent, it is a separate department in 37 per 
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cent, and it is united with surgery in 5 per cent of the 56 schools 
answering the question. The fact that the majority have a combined 
department tends to show that the ideal arrangement is being gradu- 
ally reached, and further tends to imply that the small minority who 
still combine gynecology with general surgery should take steps to 
remedy this condition, if we correctly assume that the large majority 
are desirous of expending their efforts in the proper direction. 

It was definitely shown (Chart 2) that gynecology is taught largely 
by clinicians and not by full-time teachers in these 56 schools, 39 
schools having part-time, 12 schools both full- and part-time and 5 
schools full-time teachers. 


Chart 1. Chart 2. 


Gynecology is taught (Chart 3) in the third and fourth years in 83 
per cent of the schools in the United States which answered the ques- 
tion. The Canadian schools, because of their five- and six-year courses. 
teach this subject in the last two or three years. Didactic lectures 
(Chart 4) are given in 90 per cent and omitted in 10 per cent of these 
schools, while clinical lectures are held in 86 per cent, and not em- 
ployed in 14 per cent, the figures being nearly the same. Didactic 
lectures vary from 6 to 72, the average number being 29, and clinical 
lectures from 4 to 224 with an average of 41, the highest number of 
lectures applying to obstetrics and gynecology being in a combined 
department. The subject was required of all students, and all stated 
that they were assigned to the out-patient department. This seems to 
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pases: 


Chart 4. Chart 5. 


Chart 3. 
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stress the fact that the teachers of this specialty in the United States 
and Canada are impressed by the value of out-patient teaching, which 
emphasizes hi:iory-taking, diagnosis, and conservative treatment. 

As to the period of assignment to the out-patient department, 47 of 
the 56 medical schools answering showed a variation of three hours to 
twelve weeks with an average of twenty-two days or forty-four hours, 
assuming that two hours in the out-patient department constituted a day 
and six such days a week. In 87 per cent of these schools, students were 
assigned to the gynecology department of the hospital as clinical clerks 
(Chart 5), their term of residence varying from two to forty weeks 
with an average of nearly six weeks. 


ttt pe ses 


Chart 6. 


Research (Chart 6) is carried on in the department of gynecology 
in 38 schools, or nearly 75 per cent, of the 51 schools which answered 
the question. In one of these schools research is an elective subject. 

In answer to the question: ‘‘State your views with regard to a 
separate department of gynecology or a combined department of ob- 
stetrics and gynecology,’’ 38 schools, or 68 per cent, favor a combined 
department, 14 schools a separate department, 3 schools have varied 
opinions and 1 school did not reply. 

The answers to the question: ‘‘What constitutes an adequate teach- 
ing department in gynecology?’’ demonstrate that the large majority 
favor didactic lectures, limited in number, to give an idea of the scope 
of gynecology and to place emphasis on history-taking, the examina- 
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tion of patients in the out-patient department and the carrying out of 
office procedures in the treatment. Those who favor operative clinies 
do so in order to demonstrate gross pathology on the living rather than 
to ineuleate lessons in technic. One of the best arrangements which is 
functioning at the present time in a combined department is the follow- 
ing: Third year, (a) didactic course and clinical lectures, (b) two 
months of gynecologic pathology and gynecologic ward rounds. 
Fourth year, (a) clinical lectures thirty-two hours; (b) two months’ 
residence in the woman’s clinic, full time, of which approximately 
one-third is given to gynecology, operating room, ward work and out- 
patient department. 

To the inquiry: ‘‘Give suggestions you may have with regard to the 
teaching of gynecology, such as its place in the curriculum, methods of 
teaching, course, content, ete.,’’ interesting and illuminating data were 
received. Space permits quoting only a few of the replies. 


One professor of gynecology writes: ‘‘Obstetrics and gynecology should occupy 
a place in the curriculum equal to that assigned to general surgery. The course in 
gynecology should be interrelated with that in obstetrics. I favor a lecture course, 
ward work, out-patient department work, etc., carried out in a combined manner in 
these two.’’ 

2. Another answer: ‘‘I believe that gynecology is of less importance for the 
student than obstetrics. Emphasis should be placed upon pathology, diagnosis, and 
the method of treatment which is indicated. Do not believe that any attempt should 
be made to teach operative gynecology per se to undergraduates. ’’ 

3. ‘Because of the great advances made in recent years in medical and surgical 
gynecology, this subject should by all means be taught as a major branch.’’ 

4. ‘‘T believe that didactic teaching during the junior year, with not too much 
emphasis on treatment and clinical teaching, with emphasis on diagnosis and 
treatment in the senior year, is a desirable arrangement, remembering always that 
gynecology is today to a large degree a specialty and should, therefore, not be 
overemphasized at the expense of obstetrics. ’’ 

5. ‘*Present set-up is a result of reorganization about four years ago. Up to 
that time gynecology had been a short didactic course, submerged in general 
surgery. It was taken out of this department and separate wards set up for 
it, which change has very much added to its importance in the minds of stu- 
dents and a very decided increase and general interest in the field.’’ 

6. ‘‘I believe the teaching of gynecology must vary in different schools with 
the clinical facilities and the personnel of the teachers in the department. We try 
to get away from the didactic recitation as far as possible, and substitute for it 
what we call studies in gynecology, in which we rely a great deal on visual in- 
struction. Lantern slides are used and a notebook is used which is very profusely 
illustrated. ’’ 

7. ‘*I feel that the ideal is a combined department in a University hospital. In 
our own school we have separate departments for’ the reason that gynecology is 
taught in four hospitals and obstetrics in ten. It is practically a physical impos- 
sibility for one man to correlate this amount of teaching. I feel, because of this 
fact, better results are obtained by having separate chairs, although there is some 
overlapping in the clinical teaching in hospitals, Even though the chairs are 
separate, there is close cooperation between the departments of obstetrics and 
gynecology. The head of the department of gynecology has a combined obstetric 
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and gynecological hospital service, although he teaches only gynecology. I believe 
the teacher of gynecology should do a certain amount of obstetrics in order to 
have the obstetric point of view.’’ 

8. ‘‘Separate department develops better gynecologists. Better gynecologists 
deliver better gynecologic service to patients and better instruction to students. 
I believe the greatest contributors to gynecology have been men who do little or 
no obstetrics.’ 

9. ‘‘I think that more emphasis should be placed on gynecologic pathology, both 
gross and microscopic. Inasmuch as gynecology comprises about one-half of the 
ordinary doctor’s practice, my opinion is that more time should be allotted to this 
study than is given to it in the average school.’’ 

10. ‘‘Because of the fact that the general practitioner is frequently con- 
fronted with the problem of interpreting pelvic symptoms, gynecology should 
occupy a prominent place in the students’ curriculum. In the teaching of 
gynecology, emphasis should be laid upon pathology, diagnosis, and the principles 
of treatment, and a discussion of the technic of operations should be limited to 
only the standard procedures. As to the method of teaching, didactic lectures 
covering the main subjects are necessary, but they should be supplemented by 
clinical conferences with exhibition of cases, discussion of case histories and 
demonstration of gross and microscopic pathology. Quizzes are undoubtedly of 
value not only in forming some estimate of what the student is obtaining from the 
course, but also to clarify the subject in the student’s mind. I would prefer 
smaller classes as this would permit more personal instruction to be given to a 
smaller group of students. 

11. ‘‘We see no reason for changing our system, although I believe the best 
teaching is in the out-patient department and not in the operating theater. The 
methods of diagnosis, pathologic demonstrations, and simple methods of therapy 
are all important.’’ 

12. ‘‘T believe in a preliminary didactic and demonstration course followed by 
clinical study with emphasis in methods of examination and diagnosis. Anatomy, 
physiology, and pathology are the foundation.’’ 


SUMMARY 


There is at the present time a strong tendency in North America to 
unite the departments of obstetrics and gynecology into a combined 
department or woman’s clinic. This unification offers many obvious 
advantages, since, in the study, the teaching and the practice of these 
two branches of medicine, overlapping constantly occurs. The physi- 
ology of menstruation and of reproduction, the interrelationship of the 
various hormones, which we are beginning to understand, are all fac- 
tors which point to the ideal of a combined department. While the 
woman’s clinic may function satisfactorily under one departmental head 
in the university hospital, separate chairs of obstetrics and gynecology 
are administered with greater facility in those schools in which these 
subjects are taught in several hospitals, as the coordination of the 
teaching where the physical plants are distantly apart is a difficult 
task for one individual to assume. However this may be, the teacher 
of obstetrics should have fundamental training in gynecology as the 
teacher of gynecology should have in obstetrics, if the best results are 
to be obtained. For purposes of teaching and giving the patient the 
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best care, the department of gynecology in large hospitals should be 
separated from general surgery and should function as a unit or as a 
part of a woman’s clinic. Since only three out of fifty-six medical 
schools in North America combine gynecology with general surgery, 
the facts seem to be against such an alliance.. Most teachers of gyne- 
cology express the opinion that the undergraduate student should 
spend most of his time in the out-patient department where emphasis 
is placed on history-taking, diagnosis, and office treatment. Pelvic 
surgery should be taught as a postgraduate subject, and the technic of 
operations should find but little place in the undergraduate curriculum. 
There is an increasing demand for well-established gynecologic or com- 
bined services in the large hospitals of America in order adequately to 
instruct the undergraduate student and to furnish residencies for 
those who desire to specialize in this field. The American Board of 
Obstetrics and Gynecology, sponsored by this Association, is playing 
an important réle in the improvement of the practice of our specialty 
in this country. Relying on the progress which has already been made, 
the future may be faced with optimism. 


GENERALLERGY AND METRALLERGY 


J. R. Goopaun, M.D., anp R. M. H. Power, M.D., Monrrean, QUE. 
(From the Wards and Research Laboratory of St. Mary’s Hospital) 


HESE two new composite terms are used to denote allergy of the 

genital system generally, and of the uterus in particular. Their 
derivation (from the old Greek verb, yevo, or from the more recent 
yiyvopa, yevjoopa, to bring into or beget; and pytpa, womb, in com- 
bination with aAdos, other, altered, ¢pyov, reactivity) signifies an altered 
or different reactivity of tissues of endowed individuals to substances 
that do not affect ordinary normals. 

The substances that evoke these altered reactions are allergens, and 
the substances which they generate in the affected cells are allergins. 
These are poured out to neutralize the allergens when the latter come 
into contact with the specific sensitized cells. Allergens are widely 
distributed throughout the material world, and may be gaseous, liquid, 
or solid in character. They reach the innermost recesses of the in- 
dividual, by absorption from mucous membranes, or by mere contact. 
Cells that resent the presence of allergens, develop allergins in their 
substance and thereby become sensitized to that specific allergen, and 
when this specific allergen is absorbed in quantities larger than the 
allergins of the blood stream can immediately neutralize, the excess 
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allergen comes into contact with the sensitized cells, and an allergin 
is secreted which, by its irritating influence, causes local irritation and 
extravasation of plasma, by altering the normal function of the capil- 
lary lining, causing it to become excessively permeable to either 
plasma alone, or to all the components of the blood. 

Allergins are the defensive mechanism of a highly sensitive person, 
much in the same way as many terrestrial animals and fish emit a 
defensive substance when danger is at hand. 

The knowledge of the effect of the allergens upon the organs of 
generation is new. So little is at present known about it, that this 
study, we hope, will evcke a new interest. For us it has cleared many 
knotty problems. Pelvic allergy is full of interest and its victims are 
as numerous as those affected with the more easily recognizable forms 
of allergy. When the symptoms and pathology are described, it will 
doubtless create the surprise that it was not thought of before. For 
a better understanding of the subsequent description of pelvic affec- 
tions of this nature, a short retrospect of the obvious manifestations 
will be of considerable help. Allergy expresses itself in one of two 
general ways. First, as an extravasatory disease, a protective reaction 
of which the common example is, of course, hay fever; and second, 
as an irritant to involuntary muscle causing spasm, of which again 
the classical example is asthma. There are many other diseases that 
are caused by one or the other of these two forms of expression, 
the commonest being antrum disease, migraine, urticaria, eczema, in- 
tertrigo, prurigo, local and general edema, angioneurotic edema, and 
neurasthenia. In this incomplete list omissions are conspicuous, but 
we have enumerated only the more obvious symptomatic developments. 

One of the chief reasons that so little is known about allergy, is to 
be found in the fact that pathologists see nothing of it. Its chief 
manifestations are edema or spasm, both of which are not discernible 
at autopsy as a pathologic study. 

But we feel that it is only a matter of time before a technic is 
evolved that will demonstrate the vascular changes which bring about 
the pathologic hyperpermeability, and the changes locally in the neu- 
romusecular combination which cause continuous spasm under the in- 
fluence of the allergins. Is the pathology primarily centered in the 
capillaries and the musculoneural endings, or is it a disease of the 
autonomie nervous system that brings about these changes in the 
affected tissues? There has been some thought spent upon these two 
theories, but it will probably be a long time before it is fully deter- 
mined which is primary and which is secondary. Allergies are nu- 
merous, constituting from 28 to 60 per cent of individuals. There are 
those in this computation who are continually allergic, and constitute 


I 
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chronics, and there are those who are periodically allergic. These 
constitute the vast majority, and are chiefly those whose cases have 
been misunderstood because they are more difficult to detect. 

In all the allergies there is a subsoil of hereditary susceptibility 
which may be exposed at all times as in chronic cases, or may crop 
up to the surface only when the oversoil is removed. The surface soil 
may vary in thickness, not only in families, but also in different mem- 
bers of the same family. 

The symptomatic expression of allergy may also vary in the same 
individual at different ages. The allergy may shift its chief attack 
from one system to another, under the influence of age and environ- 
ment, using that term in its broadest sense. Males with an hereditary 
subsoil are much more likely to show symptoms in the years of child- 
hood, but females greatly outnumber them after the age of puberty, 
thereby showing the great influence exercised by endocrine imbalances 
upon the allergic substratum. This is important to grasp fully, other- 
wise endocrinology and allergy become inextricably interwoven in our 
appreciation of a patient’s symptomatology. It is important to re- 
member, that in such eases the endocrinologic imbalance is the ad- 
ventitious or intermediate cause, but the allergic hypersensitivity is 
the constant factor always present, every ready to manifest itself when 
the general balance is upset. 

In order to bring the matter more intimately home to our readers, 
we would like to broaden the subject at times, occasionally referring 
to some unusual, unrecognized, expressions of allergy in women, as 
regards their systems other than the genitals, because these disgressions 
help to throw a great deal of light upon the more recondite manifesta- 
tions of the same disease in the pelvic organs. 

We have found so far, that allergy, of whatever origin, manifests 
itself in the pelvic system in the following symptoms, signs and 
pathology: 

. General pelvic edema and free fluid in pelvic cavity 


. Chronic endometrial edema and hyperplasia 

. Acute endometrial edema associated with the phases of the menstrual cycle 
. Menorrhagia 

Acute menorrhagia 

. Metrorrhagia 

. Dysmenorrhea 

. Leucorrhea 

. Allergic vaginitis and vulvitis. 


wp 


We wish to emphasize the fact that allergy is a general disease. It 
is due to a foreign substance in the blood, to which allergic hypersen- 
sitive individuals show a definite systemic tissue resentment, expressed 
in extravasation, and above all, a fact emphasized by all authorities 
on allergy, no system is immune to its influence. 


. 
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In 1914, Osler, when considering the subjects of purpura, asthma, 
edema of the glottis, hay fever and similar diseases, wrote ‘‘some 
day some anaphylactic key will unlock the door to this dark chamber.”’ 
How true his prophecy! Only nowadays we use the term anaphylaxis 
for animals, and allergy for human beings. It is but a refinement of 
terminology, though there are certain distinct differences in the two 
diseases, due to differences in aeons of evolution. 

For several years, Goodall was tremendously impressed when open- 
ing the abdomen, to find a diffuse edema of all the pelvic organs, a 
thickening of the peritoneum, and free fluid in the pelvic cavity. Many 
such cases have since been noted. The peritoneum is edematous, there 
are bullae upon the surface of the uterus, and widely dilated lymph 
spaces in the broad ligament; thickening of the bladder, toneless, 
edematous, swollen pale tubes; enlarged cysts of Morgagni and large 
edematous ovaries, sometimes without evidences of recent ovulation 
eyeles, sometimes simple cystic hypersecretions. The uterus is larger 
than normal, and extremely soft, like an early pregnaney. Eight such 
cases were described before their true nature was detected. Let us 
describe one of these very pronounced recent cases in Dr. Goodall’s 
service. Of course, it must be well understood that the signs described 
above, vary in degree in different individuals. At one extreme is the 
case about to be described, at the other extreme the signs may fade 
imperceptibly into the normal, and minor degrees of the condition 
might readily pass undetected. 

The patient, Mrs. J., came complaining of menorrhagia. Her periods had al- 
ways been prolonged, lasting, for two years after puberty, for seven days, and 
in the past two years lasting eleven days, during which time she was confined to 
bed, for the major part. The quantity was always copious. She had a constant 
watery leucorrhea in the interval. She is a very intelligent woman, with an extra- 
ordinarily clear marbled skin, and abnormally pale-blue sclerotics. Something of the 
Lorrain type, without necessarily being ‘‘petite.’’ She had a fairly marked cystocele 
and rectocele and a lack of tone of all the tissues. This is emphasized, because 
we think it an expression of overrefinement. It is a singular fact, that numerous com- 
putations among school children have shown that allergic children, or children of 
allergic parents, have a mental capacity far beyond their classmates. Her uterus 
was larger than normal, but symmetrical. Operation of repair and hysterectomy was 
advised. She was transfused and a wheal developed at the site of the puncture. No 
other untoward symptoms. The patient bled profusely during the repair, and when 
the abdomen was opened, there was a general edema of the pelvic organs, free 
fluid, ete., just as described above, and to Dr. Goodall’s surprise, the uterus had all 
the characteristics of a two and one-half to three months’ pregnancy. There was 
not the slightest doubt in his mind and in that of his assistant, that they were deal- 
ing with a pregnancy, though the patient had menstruated regularly, the last period 
being ten days previous to the operation. Owing to her past history, which will 


be detailed below, it was decided to do a total hysterectomy. When this was com- 
pleted, the uterus was opened. The muscularis was like that of a pregnancy, 
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greatly hypertrophied, but there was no pregnancy. Instead, the uterine mucosa was 
from an inch thick at the fundus to lesser degrees toward the internal os (Fig. 1). It 
resembled, in color, the pulp of a grapefruit, and was thrown into folds or convolu- 
tions like the brain, a picture, in every detail, resembling the edematous nasal and 
antral mucosa, under the changes characteristic of hay fever (Fig. 2). The true 
nature of this condition suddenly dawned on us, and in retrospect the whole of the 
past cases fell in a clear perspective. 

The retrospect of her history in the light of this knowledge now became interest- 
ing. She has a markedly allergic family history, of asthma, bronchitis and eczema, 


Fig. 1.—Showing swollen, bulbous mucosa and hypertrophy of muscularis. 


and one of her three children is allergic to egg albumen. She had frequent nose- 
bleeds as a child, that caused her parents great alarm, and so severe on two occasions 
as to cause the family physician to remain all night. These nosebleeds ceased 
when menstruation came on, and had not recurred since. She had retroplacental 
hemorrhage with one child and bled extremely profusely at that, and her other 
deliveries, twice to the degree as to cause great alarm for her life. In a very 
smooth recovery on the fifth day after the operation detailed above, she was pulling 
up the sheet so as to smooth it out, when she barely touched her nose. Epistaxis 
set in, and it was so profuse that she had to have her nostrils plugged. This 
ceased, and three days later she developed vaginal bleeding, at first slight, later 
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more copious, until her condition became critical. There was no fever, and no in- 
fection. She was taken to the operating room, the clots were removed, and the 
vagina packed gently, and the patient was again transfused. She again developed 
a wheal at the site of puncture. Her recovery was uninterrupted afterward. The 
drawing made immediately after operation will clearly illustrate hypertrophy (Fig. 
1). Microscopically, there was great thickness of the mucosa, and a diffuse edema, so 
marked as to separate the connective tissue cells as if by artefact. But it is not of 
this nature, because it is universal, involving the whole thickness of the uterus, but 


Fig. 2.—Mucosa and muscularis involved as in Fig. 1. The edematous mucosa hangs 
as a veil at the internal os. Cervix hypertrophied and edematous, 


decidedly more pronounced near the surface layers of the mucosa. The microscopic 
drawings beautifully show the different degrees in the various depths of the mucosal 


tissues. 

There was in this case, owing to the chronic irritation occasioned 
by the allergin and the consequent extravasation of plasma, a chronic 
hypertrophy of all the tissues of the uterus and a hyperplasia added 
to the great thickness occasioned by the edema. The microscopic pic- 
ture is strikingly like that of the antrum of Highmore under similar 
causal agents. 
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Knowing that cases of allergy are largely hypothyroids, and are 
frequently deficient in gastric HCl, these tests were made, and it was 
found that her basal rate was —15, and she was achlorhydric before 
and after a test meal. Her white cells showed a distinct shift to the 
right in a lympho- and monocytosis, all of which are frequent con- 
comitants of, or causative agents in, allergy. 

In the acute cases of pelvie allergy, the uterine mucosa alone may 
be involved, or the other uterine tissues to a lesser degree (Fig. 2). 
The major expression of the edema is always near the surface of the 
mucosa; the deeper tissues are more compact. In many instances one 
part of the mucosa is edematous, while another part is hemorrhagic. 
The mucosa is greatly thickened and may be associated with cyclic 
phases of menstruation. In many of these instances the condition of 
the cervix may give one a clue to the nature of the disease of the 
mucosa by a diffuse edema of the cervix, in which circumstances the 
cervix is swollen, usually one lip more than the other, semitransparent 
and boggy, signs characteristic of an advaneed edema. Such cervices, 
if cauterized, do not heal kindly. 

Many of these patients, like others similarly afflicted, only in sys- 
tems other than the pelvis, are allergic only at the menstrual period. 
This is where the endocrine imbalance and allergy become associated. 
It is a well-known fact that most allergies are worse at the menstrual 
periods, and the tremendous increase of allergic cases in females, at 
and after puberty, only substantiates this association. 

Allergies are notably hypothyroid and hypoovarian and the natural 
inference is that they sink a little lower in their endocrine imbalance 
at menstruation, and the constant subsoil of hereditary allergic hyper- 
sensitivity comes to the surface. Menstruation does cause an increased 
thyroid and ovarian demand, and if these cannot be responded to, the 
general tissue well-being is correspondingly lowered. In these instances 
of sporadic allergy, it is not necessary to treat the allergy; it is only 
necessary to submerge it by thickening the surface soil, by administra- 
tion of thyroid, and if need be, ovarian opotherapy. 

Chronic menorrhagia and metrorrhagia are frequently of allergic 
origin. Many of these cases have come under observation. The dif- 
ference between the plasma extravasatory types and the hemorrhagic 
types is one of degree, rather than of difference. However, one finds 
three types which may fade imperceptibly one into the other. The first 
is the extreme plasma exudative type as described at some length 
above. The second is one which shows less edema and more diapedetic 
extravasation; and the third shows no edema, but a thin atrophic 
mucosa with a bright red extravasated surface. The differences 
parallel similar allergic states elsewhere in the body. 


i 
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Let us outline one of the latter types. Goodall has had to revise 
his dicta upon the subject of hemorrhage in cases of that disease vari- 
ously described as chronic metritis, chronic fibrosis uteri, and chronic 
subinvolution. This disease of the uterus usually precedes the onset 
of menorrhagia and metrorrhagia by many years. But suddenly we 
find these signs appearing without apparent reason. To arrest the 
hemorrhage, operative procedures or sterilizing methods have fre- 
quently to be resorted to, and Dr. William Fletcher Shaw once stated, 
‘‘These procedures are expressions of defeat.’’ There is, of course, 
a reason for the onset of hemorrhages, but in most cases of the chronic 
fibrosis and in many instances of fibroids, and in still more instances 
of total absence of local pathology, the cause is a general allergy. 
Many of these are spoken of as idiopathic, myopathic, and endocrine. 
The two first terms mean nothing. The latter may operate in a large 
number of cases, either alone or as an adjuvant, in exposing an allergic, 
heretofore dormant, predisposition. 

Let us return to our case. Mrs. L., thirty-six years of age. Mother of three 
children. Has always had profuse menstruation. Three years ago developed metror- 
rhagia. Was treated in the radium institute with three series of deep x-ray of 
14 sittings, 42 in all. This arrested menstruation for six months. Metrorrhagia 
set in again and she was subjected to 14 more sittings of deep x-ray, without any 
appreciable effect upon ‘he blood loss. She then came to St. Mary’s, a thin little 
woman, complaining of  ttacks of migraine and pain about the chest. There was a 
family history of allergy, and she had deprived herself of bread and all substances 
made of wheat for many months. On physical examination, the cervix was almost 
infantile, and the uterus was hyperinvoluted, and hard. Total hysterectomy was 
performed after transfusion. The uterine mucosa was blood red everywhere, and 
atrophic. Five days after operation she had two nosebleeds, copious, followed by 
several others in the next few days. Neither this patient nor the previous one showed 
any epistaxis while on reduced diet. We later told her to eat some bread. She 
shortly afterward became chilly, with cold extremities, and a cold perspiration and 
a great acceleration of the heart rate, and precordial pain. These symptoms were 
reproduced at will by the ingestion of bread, and the attacks of epistaxis were more 
or less synchronous. ; 


Many of the cases of pelvic allergy become so, only on occasions 
when the general health is lowered by menstruation, worry, fatigue, 
exhaustion, after periods of mental or physical stress, and after any 
infection. Most of these are interpreted in terms of the conditions ~ 
enumerated, and treatment directed to the underlying cause is not 
necessary. Hence the actual cause is seldom detected, one sees only 
the intermediate. Many patients become allergic in one or another 
system after operation, a condition that is seldom recognized, and 
therefore seldom properly interpreted. 

Allergic dysmenorrhea is a fairly common condition. It falls into 
the group of the muscular spasms, Allergic dysmenorrhea is char- 
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acterized by laborlike pains, but usually more continuous during the 
first hours or day of. the flow. It has nothing characteristic to dis- 
tinguish it from the ordinary type of dysmenorrhea in young girls, 
But it should be suspected in such cases, and an inquiry made into the 
family history for evidence of stigmas of allergy. One has always a 
means at hand to prove the etiology. By injecting from two to five 
minims of 1-1,000 solution of adrenaline, the case reacts promptly if 
of allergic origin. Unfortunately, the relief is only temporary, but 
the injection may be repeated in small doses. Another and very old- 
fashioned remedy, the true significance of which was perhaps never 
suspected, consists in giving a large dose of castor oil two or three 
days before the expected period, and then recommending that the 
patient remain on a milk, or greatly reduced diet, until menstruation 
is over, or at least well established. If in such cases the allergy was 
of alimentary origin, and the offending substance was eliminated, the 
patient was greatly improved. If the allergy was not of alimentary 
origin, or of some dietetic substance still included in the reduced 
dietary, then improvement did not follow. The usual explanation of 
the frequent improvement brought about by this treatment, was that 
it decongested, and was antiphlogistic. 


Let us illustrate a few cases. A young girl, free from dysmenorrhea except 
periodically, and that rarely, went to work in a flower shop. From that time on her 
dysmenorrhea was severe and incapacitating. The relationship of this occupational 
cause to the sudden onset of the symptom having been established, she relinquished 
her position for another type of work, and was completely relieved. 

Another patient suffered excruciatingly with menstrual dysmenorrhea. This 
symptom had come on after a rather severe infection in the nature of a crop of 
boils, which left her anemic and fatigued. Large doses of ammonium eitrate of 
iron gave almost magical freedom from dysmenorrhea. Cases of this nature are very 
numerous. 

A young girl of our circle of acquaintance developed severe dysmenorrhea after 
an operation for an acute appendicitis. The dysmenorrhea was always associated 
with bowel tenesmus and upset stomach. Previous to her appendicitis she was un- 
conscious of any discomfort at menstruation. Later she developed a severe nasal 
infection and became definitely and periodically asthmatic. Her basal rate was 
found to be -12. When placed upon thyroid and iron tonics, her general condition 
improved and her dysmenorrhea and asthma became completely covered, after having 
been discovered for a period of about nine months. 

Another case is of more than passing interest. The patient is so incapacitated 
by her menstrual dysmenorrhea that she will not go from home at that period, for 
fear of disturbing her entourage. She has been in the hands of many prominent 
gynecologists of this city, and treatment by Goodall proved equally futile. The 
girl was likely to become an alcoholic and morphine habitué, because she took gin in 
large quantities and morphine had to be exhibited several times to give relief, and 
stop her screams. She was given a hypo of adrenaline, and the relief was almost 
instantaneous, except for a residual pain following cramps. She is now under 
observation. Her thyroid is -22. She has no free hydrochloric acid, Her family 
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history is replete with allergic roots, and hope is high that she will ultimately be 
cured by finding the allergen or allergens that are causing the cramps. Meanwhile 
she is on thyroid therapy, combined with dilute hydrochloric acid and pepsin. 


Enough cases have been described to demonstrate the type and pro- 


cedure adopted. 

Leucorrhea of allergic origin is more difficult to establish convine- 
ingly. However, in a paper written two years ago by Dr. Goodall, 
which appears in the Journal of Gynecology and Obstetrics of the 
British Empire for October, 1936, 200 cases of mucous colitis are de- 
seribed, with all the symptoms arising out of referred pain in such 
eases. <A very large percentage of spastic colon in mucous colitis are 
allergic in origin, and in that paper several nurses volunteered the 
information, that they had periodic attacks of leucorrhea and that 
these always synchronized with exacerbations of their colitie symp- 
toms, and with improvement of the symptoms of colitis under rigid 
diet, the leucorrhea disappeared completely. 

Another form of leucorrhea is met with in the next category of 
cases. Those ‘of allergic vaginitis and intertriginous vulvitis. These 
patients complain most bitterly of pruritis vulvae, and irritating acrid 
discharge. On examination, an extravasatory intertrigo is found about 
the vulva, in the cleft of the buttock, in the anal orifice, and in the 
folds of the inguinal area. The tissues in the more chroni¢ cases, crack 
and expose the tender corium. Scratching often leads to infection and 
a complicating impetigo. In many instances, signs of kraurosis vulvae 
are already present. The vagina is reddened, pruritic and burning. 
It is edematous, the natural rugae are increased, the surfaces are 
desquamative, and the underlying surface looks raw and angry. In 
some cases, patients have of their own accord, inserted cotton in the 
vagina and vulva to separate the affected and contiguous surfaces. 
The family history is usually affirmative, and the patient may have had 
other signs of allergy in other parts of the body. Allergic vulvitis, 
due to glycosuria, falls into this category of allergic vulvitis and 
vaginitis. This condition is absolutely indistinguishable from the de- 
scription given above. The popular idea among medical men that 
diabetic vulvitis and vaginitis is due to local decomposition of the 
glucose of the urine, is entirely wrong, for no matter how clean a 
woman, the symptoms persist, and some of the worst cases of diabetic 
vulvar allergy which we have seen have been in cases where sugar was 
never found in the urine, but a high blood sugar was present, the 
overflow into the urine being prevented by a high renal threshold. 
Reduction in the blood sugar content invariably leads to prompt relief. 
This is a vulvar allergy in which the allergen is glucose, which exists 
in such quantity in the blood that it sets up an allergin in the affected 


tissues. 
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In other instances, other allergens are the cause. In one instance, 
the patient at menopause developed an allergic eczema of the auditory 
canal and suffered frightfully from intolerable itching. She later 
developed prurigo, and still later an insufferable vaginitis and eczema 
of the vulva. Her sugar content was normal. She was a -12 rate, no 
free hydrochloric acid, but a distinct eosinophilia. Reductions of her 
diet to boiled skimmed milk, and the exhibition of thyroid and hydro- 
chlorie acid, brought about a rapid amelioration of symptoms. Later 
it was found that she had become allergic to potatoes, and when these 
were excluded from her diet her continued enjoyment of life was 
restored. 


May we digress here, to consider a few relevant cases of allergy in gynecology, 
and incidentally these remarks must apply to men, though perhaps less frequently, 
or in a mitigated form. In our wards at present is an elderly ‘single woman who 
came in exhibiting great pallor, orthopnea, general anasarca, uterine hemorrhage, 
and severe dyspepsia and precordial pain. Headaches were severe. She had lost 
all the hair of the scalp and of the normally hirsute areas. She at once impressed 
one as being in the last steps of Bright’s disease. However, on examination, the 
heart was negative, and the lungs showed some rhonchi and rales. The urine was ab- 
solutely normal, as was also the blood chemistry. There was an advanced degree 
of anemia. Her basal rate was minus 12. She was transfused and given iron. She 
improved rapidly. The edema and respiratory distress disappeared completely, and 
her headaches gradually were alleviated. We then undertook to do a hysterectomy 
for fibroids. She went through the operation perfectly and was remarkably well 
for five days, when she developed a left leg thrombosis and temperature. Almost at 
once she became allergic again, with inability to take food; precordial pain, return 
of the headaches and a feeling of weakness, and generally wretched. She improved 
promptly again under a 10 per cent glucose intravenous injection and twenty-four 
hours later, another blood transfusion. This case illustrates beautifully the double 
onset of allergy under first, a condition of lowered vitality, and later, after a post- 
operative infection. These cases are extremely numerous, and we are convinced, after 
a careful examination of the fibroids, that the uterine bleeding in this case was 
allergic, and did not proceed from the growths. The fibroids and their surfaces 
were almost unaffected, but the rest of the uterine mucosa was hemorrhagic and 
infiltrated with eosinophiles. Another patient just discharged from the wards of 
St. Mary’s affords a clear vision of another common gynecologic association of 
allergy and colitis, with referred symptoms. 

Mrs. L., an elderly lady of sixty-five years, but of much older appearance, came 
into the ward complaining of precordial pain, epigastric pain, cold, numb feet, and 
headache. But her chief complaint was pain in both lower quadrants. The pelvis 
was negative. X-ray of gallbladder and barium series were negative. The diagnosis 
of acute exacerbation of a chronic colitis was suspected from the first, later con- 
firmed. It was also suspected that the precordial pain and headache and numbness 
of extremities were allergic. She improved tremendously under rest and treat- 
ment. But in a sudden bout of exaggerated colitis, she developed acute precordial 
pain, simulating angina, followed by a severe attack of allergic asthma. Her condi- 
tion was most distressing. The house surgeon, Dr. Macphail, aware of our diagnosis, 
immediately gave her injection of adrenaline, with prompt relief. 
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It has been our experience that many of the cases of weakness, 
fatigue, and lassitude which come periodically over women who, at 
other times, are inordinately filled with energy, are due to temporary 
allergic states brought about by exhaustion or other contributory fac- 
tors. And sudden changes of disposition are attributable to similar 
causes. We feel certain that many who bear the stigma of neuras- 
thenics fall into this category. In fact, it is well recognized that 
allergic individuals change their character completely when under the 


influence of an allergen. 


Mrs. H. was in one of the hospitals of this city some 


Apropos this subject. 
She was 


four years ago, suffering from what was considered cardiac asthma. 
under the observation of some of the best cardiologists for a period of six weeks, 
without any appreciable improvement. She was then advised to go to Atlantic 
City, which she did, and promptly grew worse. She was brought back to Montreal in 
an ambulance, and it was thought futile to seek further treatment. However, uterine 
hemorrhage set in, Dr. Goodall was called. She had passed her menopause. Patient 
was sitting up in bed, grasping the sides to fix her chest. Her chest was overex- 
panded, she was markedly cyanosed. A most pitiful picture. Pelvis negative. How- 
ever, examination of the abdomen revealed a huge colon, the size of my upper arm. 
The bowels had been moving daily. Dr. Campbell P. Howard was called in con- 
sultation. Castor oil in large quantities was administered, and high colonic lavage 
instituted. The amount of fetid material that was brought away was incredible. The 
asthma was promptly relieved, and the patient has been able to play golf and drive 
her car without recurrence, for the last four years. Recently she began to slip again. 
She is now becoming so cranky and so neurasthenic that she is almost impossible 
of association. This is but another manifestation of her allergic state, the true 
nature of which it is impossible to determine, and being so chronic, would probably 
not respond to any form of treatment. Moreover, her advancing years makes 
rehabilitation more difficult, so that the outlook is poor. She is looked upon by 
all who contact her as one of the worst of neurasthenics, whereas she is but a poor 
allergic, with a very bad family tree rooting in a bad subsoil. 


These cases deserve our most inquiring, unexpressed sympathy and 
study. Where in such eases the allergic sensitivity becomes active, 
owing to general ill-health and advancing years, the outlook is far 
from encouraging, and will tax our ingenuity to its limits. Most of 
us surgeons of experience find hours too filled to give these cases the 
study they require, and they end up with a loss of faith in the pro- 


fession usually. 
From a gynecologic and obstetric interest we cannot refrain from 


detailing two of the most interesting cases. 


The first is a woman, thirty-four years of age, upon whom Dr. Goodall per- 
formed a cesarean section three times. She has a bad family history of allergic 
sensitivity, and she, herself, has suffered from migraine for years. Migraine, it is 
well known, is due to an allergic edema of the brain. She is allergic to certain kinds 
of fish, and one of her children is allergic to milk. When she was five months 
pregnant, she ate some shellfish at her evening meal, and shortly afterward, she had 


the ‘‘migrins.’’ That night, vomiting set in, and the next morning castor oil was 
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administered, upon the assumption that it was a case of ptomaine. That afternoon 
her headache increased; she became stuporose, facial paresis and paresis of the 
upper extremities set in. By evening she was completely comatose, and propulsive 
vomiting, widespread paresis, and changes in the optic discs had developed, all indica- 
tions of intracranial pressure. Doctors Goodall, Scriver and Cone, gynecologist, 
internist and neurologist respectively, concluded that this was a case of choroidal 
hemorrhage, probably associated with toxicity of pregnancy, on the assumption that 
all pregnant women are toxic, though there were no signs of toxicity or diabetes, 
Her spinal fluid was under high pressure but was free from blood. It was decided 
that it was advisable to interrupt the pregnancy. This was done by cesarean section, 
The case was very hemorrhagic at operation. She promptly improved, was lucid in 
twenty-four hours, and nonparetic in forty-eight. The inference was, of course, 
that the condition was due to the pregnancy. Its true significance did not develop 
until three months later, when after a meal of mackerel, she developed the same symp- 
toms, paresis, vomiting, diplopia, and screaming headache. She was immediately 
taken into the hospital, given a gastric and colonic lavage and 3 minims of 
adrenaline. The symptoms subsided as if by magic, and recovery was complete. 
This was undoubtedly a case of allergy of the brain, not a choroidal hemorrhage, 
but a choroidal edema. Hence its rapid disappearance under treatment. Let us 
repeat, there is no system in the body that is exempt from the effects of allergins, 
It is intensely selective in its incidence, though not infrequently it is composite in the 
one individual by attacking two or more systems simultaneously, or in sequence. 

One other case: A young woman had suffered a severe toxemia of pregnancy, 
complicated by numerous convulsions. The baby was lost in delivery, and the 
mother’s puerperal recovery was slow and eventful. She was sent home in the 
ambulance, three weeks postpartum, when she promptly developed a most severe 
retrosternal pain, with a degree of temperature. Low grades of temperature 
are not uncommon in allergic patients. Goodall was called in consultation, 
and after examination, pulmonary infarct was suspected, but the picture did 
not fit the diagnosis. However, faute de mieur, it was maintained. Patient had 
several of these attacks, all similar, without any objective signs. She took very little 
food, vomited a great deal, felt that food made her worse, and brought on the 
attacks, so that by abstention she was reduced to a state of severe malnutrition. 
Suddenly something clicked (in the surgeon’s brain, we mean). It is allergy. She 
was sent to another hospital, the basal metabolic rate was found to be -18, no free 
hydrochloric acid in the stomach, and a grave hypochromie anemia was detected. 
With her next spasm she was given 3 minims of adrenaline, with immediate results. 
She was then put on thyroid, with pepsin and hydrochloric acid, and her symptoms 
promptly subsided and her nutrition was quickly restored. But perhaps the greatest 
change was in her mental state. From a depressed, apathetic, hypochondriae, she 
soon recovered her pristine buoyancy and joie de vivre. 


This is another instance of the importance of raising the general 
health to overcome a specific cause. To those who do a great deal of 
gynecologic surgery, the composite picture of pelvic allergy, complicated 
by pelvic inflammatory disease, will readily recur. Of course, one does 
not operate upon pelvic inflammatory disease nowadays except in 
occasional cases. When these two diseases co-exist, we find a diffuse 
inflammatory pelvis, over which large and small lakes of clear yellow 
subperitoneal or subadhesional lymph exist. The lymphatics of the 
pelvis are widely dilated, and many of them have a clear coagulum in 
them. The blood vessels of the broad ligaments are engorged, and 
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adhesions, when broken through, are inordinately oozy. The lymph 
collections may vary in size from millet seeds to that of an egg. The 
uterus is large and soft, and not infrequently the outer third of its 
thickness is under a white coagulation of all its tissues. The ovaries 
are edematous and usually, though not constantly, filled with small 
eystie follicles in which the egg may or may not have surrendered. 

We believe that many conditions at present not generally attributed 
to allergy are allergic basically, such as pseudoanginal attacks, pre- 
cordial pain, many eases of colitis, acidosis, sudden death in children 
and adults without pathologic findings, for the conditions of edema 
and spasm, the chief expressions of allergy, are unrecognizable at 
autopsy, or are looked upon as postmortem fluid gravitation. The 
periodic overabsorption of unsplit proteins may depend upon many 
extraneous causes enumerated above, so that the normal neutralizers 
in the blood are used up and the excess of allergens evoke the allergins 
of sensitized cells, cardiae or other. We would include many instances 
of neurasthenia with headache radiating down the back of the neck. 
We think also that those cases of spasm of the common or eystie bile 
duct, simulating cholecystitis or gallstones, are of this nature, as are 
also the muscular spasms of pregnancy. It is intriguing also, to think 
that erythroblastosis in the infant may be hereditary from one or both 
parents, or due to placental transfusion from the mother. There is 
much to substantiate this. We would include from observation, many 
eases of lassitude and fatigue, and general feeling of malaise, fre- 
quently associated with general skin irritation after the day’s work, 
such that clothes must be removed. These, we think, are temporary 
allergies due to prolonged effort, mental or physical, in which specific 
treatment, owing to its composite nature, is of little avail, but change 
of environment and surcease from mental bombardment and physical 
effort will recover the subsoil and restore equilibrium. 

Treatment in the acute cases is often surprisingly gratifying, often 
a complete cure. In the chronic cases, it is often not even a mitigant. 
Nevertheless, the satisfaction to the physician and surgeon is the 
knowledge that he is dealing with a clinical entity. Unfortunately, 
it is an entity which, in most cases, is hidden from the pathologist. 


1472 SHERBROOKE STREET 
ABSTRACT OF DISCUSSION 


DR. EMIL NOVAK, Battimore, Mp.—The ideal discussant for such a paper as 
this would be an expert allergist, for most clinicians, like myself, have only a very 
superficial knowledge of this still very confused subject. I have tried to do the 
next best thing by asking an expert in the subject, Dr. Leslie N. Gay, Chief of our 
Allergy Clinic, to read this paper and comment upon it. In general I may say that 
these comments were definitely unfavorable, and that the general views on allergy 
expressed in this paper and the evidence submitted as to the allergic basis for many 
of the reported cases were considered by Dr. Gay as not in conformity with accepted 
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views. Issue was taken, too, on many of the statements made in the paper. For 
example, Dr. Gay tells me that hypothyroidism is not at all characteristic of allergy, 
and that absence of free hydrochloric acid is likewise not significant. There were 
many other similar criticisms made, but I shall go into no further details with this 
second-hand criticism. 

My own reaction to the paper is that the authors have not been sufficiently 
critical in their explanation of many of the interesting cases reported in the paper. 
Such a picture as that shown on the screen, of an enormously thickened, polypoid 
endometrium, would suggest an extreme type of polypoid hyperplasia. Indeed, Dr. 
Goodall includes hyperplasia among the possibly allergic diseases, a view totally 
at variance with what we know of its endocrine mechanism, and I do not believe 
he has made out a case. As a matter of fact, he suggests the hypothesis that in 
these cases there is a subsoil of allergy which may be covered over by an endocrine 
defect, but the evidence presented on this point strikes me as very uncon- 
vincing. For example, he stresses the frequency with which allergic phenomena 
are associated with endocrine defects and crises. On the other hand, I am told that 
in our allergy clinic in Baltimore more girls between the ages of six and ten suffer 
with allergic manifestations than do those around the age of puberty. Nor are 
weakness, lassitude, and general debility characteristic of allergic states. 

The far-reaching conclusions of the authors of this paper are based on evidence 
which I do not believe will be considered adequate. This is not to say that allergy 
cannot be a causative factor in gynecologic disease or symptoms, for the evidence 
in at least a small number of reported cases, especially of dysmenorrhea, makes one 
feel that it may at times play a part in their production. But this is very different 
from accepting the view that allergy is responsible for the extensive pelvic changes 
pictured by Goodall, changes which are far more rationally explained by other causes. 


DR. R. M. H. POWER, Montreat, CANADA.—There are just three salient points 
which I should like to emphasize: (1) Hereditary allergic subsoil (permanent in each 
individual). Allergies constitute approximately 28 to 60 per cent of all individuals. 
Some are continuously allergic and constitute the chronic cases, while others are 
periodically allergic, hence the acute cases. In the allergies there is a definite sub- 
soil of hereditary susceptibility. It may be exposed at all times as in chronic cases, 
or may crop up to the surface only when the oversoil is removed. 

(2) Individual surface soil which when removed by ill-health arising out of any 
- cause may cause a subsoil exposure—then the patient becomes a ‘‘ facultative allergic,’’ 
until health is restored. The surface soil may vary in thickness, not only in families 
but also in different members of the same family. It is also important to note 
that symptomatic expression of allergy may also vary in the same individual at 
different ages. The allergic influence may shift its chief attacks from one system to 
another under the influence of age and environment. 

(3) Permanent allergics are common cases of thyroid hypofunction and achlor- 
hydrics. Restoration of these functions by medication frequently relieves the allergic 
state. Many chronic cases of allergy are hypothyroids. We have found the usual 
metabolic rate to be about minus twenty. They are also achlorhydrics and are re- 
lieved by the administration of hydrochloric acid and thyroid medication. 


DR. SMITH (closing).—About ten years ago when we first started this work, a 
prominent allergist in St. Louis told me that his patients had not complained 
of dysmenorrhea but that he had not inquired of their menstrual history particularly. 
Upon my suggestion he began to ask specific questions in regard to the menstruation 
of his patients, and he has now found that his patients were relieved of dysmenor- 
rhea following appropriate treatment for other forms of allergy. I believe that a 
careful menstrual history over a period of years will definitely show that dysmenor- 
rhea is a part of the picture of allergy. 
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VAGINAL HYSTERECTOMY IN PROLAPSUS UTERI 


CAMPBELL: 


DR. JAMES R. GOODALL (closing).—Dr. Novak has quoted Gay, the allergist, 
in refutation of some of my statements. I would refer Dr. Novak, on the other hand, 
to the works of Bell of London, and Schumacher of Boston, men of international 
reputation, whose textbooks are found on the desks of every student of allergy. My 
statements in reference to the association of allergy and endocrinology are drawn 
from these sources. 

As a further example of allergy, let me refer to the vulvar disease in glycemia, 
which most of us have been told is due to the local decomposition of the sugar in the 
urine. We have got to change all this teaching. Eczema of the vulva in glycemia 
is an expression of allergy, just as eczema under some conditions in other parts of 
the body is an expression of local irritation due to the sugar in the blood. The 
patient I have cited in my text was a diabetic with a high renal threshold, and none 
of the sugar escaped into the urine. Such cases may be multiplied. The present one 
suffices to indicate the trend of thought. 

In further rebuttal of Dr. Novak’s criticism, I may state that my remarks have 
been misunderstood. The condition of profuse pelvic inflammation covered by large 
lakes of lymph such as I have described in my text, is not produced by allergy alone, 
but by a combination of two diseases, an inflammatory infective process and an 
allergy, which complicates and aggravates the whole. 


VAGINAL HYSTERECTOMY IN PROLAPSUS UTERI 


A. D. M.D., C.M., F.R.C.S.(e.), M.C.0.G., F.A.CS., 
MonTrEAL, QUE. 


ROLAPSUS uteri may be regarded as a sacropubie hernia and as 
such the displacement of the uterus is but the visible sign of a gen- 
eral descent of all the pelvic viscera. As a result of such a disturb- 
ance in the topography, pathologie lesions of these and associated or- 
gans are frequently encountered. It must be further borne in mind 
that the symptoms of any hernia are rarely restricted to the actual 
contents of its sac but may be, and often are, far reaching. 

While the causes (actual and contributing) of prolapsus uteri are 
divergent, the anatomic changes permitting the hernia are in the main 
similar; the frontispiece in W. S. Campbell’s Surgical Anatomy is par- 
ticularly applicable in the repair of genital prolapse, ‘‘Surgery is 
anatomy practically applied, and the anatomic mind is as essential to 
the surgeon as the aseptic conscience.’’ 

In most mammals, and particularly in those of the pronograde type, 
the weight of the abdominal viscera and the force of intraabdominal 
pressure are largely borne by the muscles of the anterior abdominal 
wall. In man, coincident with the adoption of the upright posture, 
the vertebral column has developed certain characteristic curves. 
Such curvatures not only absorb shock transmitted to the cranial con- 
tents and other viscera but, also, insure that the greater brunt of 
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intraabdominal weight should not be carried by a poorly developed 
composite sheet of muscle (the levator ani) evolved from the caudal 
musculature. In the erect posture, the symphysis pubis and its rami, 
with the arch bridged by the urogenital diaphragm, lie in a horizontal 
plane; these structures, therefore, bear the weight of intraabdominal 
contents transferred to them by reason of the human erect posture. 

The urogenital diaphragm is a structure peculiar to man. It not 
only reduces the size of the anovaginal cleft but, by reinforcing as it 
does the so-called levator ani, its central free margin forms a con- 
joined tendon to which, on its inferior surface, is firmly attached the 
superficial perineal musculature, while the upward extension of this 
undifferentiated mesenchymal block of tissue as the ‘‘perinealkeil’’ 
forms the rectovaginal septum. 

The superficial perineal musculature plays a most important role 
in maintaining the normal topography of the perineal parts. <A per- 
manently stretched or damaged sphincter vagina permits the perineal 
body, through the medium of the sphincter ani externus, to be drawn 
backward. 

Between the levator ani with its fascial covering above and the uro- 
genital diaphragm below, lies the wedge-shaped anteriorly directed 
diverticulum of the ischiorectal fossa packed with dense fat; the so- 
called pelvic diaphragm is thus supported throughout, directly and 
indirectly, by the urogenital diaphragm. 

On the pelvie floor, and firmly attached to its walls, is cellular tissue 
in which are imbedded the pelvic viscera. In fetal life the pelvic 
basin is well filled with such fascia, the pelvic viscera at birth being 
relatively near the pelvic brim; as puberty approaches, this supporting 
tissue becomes materially compressed so that certain portions become 
condensed into so-ealled pelvic ligaments. 

The arbitrary division of the pelvic cellular fascia known as the 
uterosacral ligaments is, however, essential in maintaining the vagina 
and uterus in their normal positions. The attachment to the sacrum is 
not constant, frequently being spread in a fan-shaped manner over the 
anterior portion of the sacrum, extending in some instances as high as 
the pelvic brim. The fibers converging are inserted into the uterus 
at the junction of the cervix with the lower uterine segment. The 
fascia is richly interspersed with smooth muscle; it receives the same 
innervations as the uterus; it follows the same physiologic variations, 
becoming hypertrophied during pregnancy and undergoing atrophy 
with recession of ovarian activity. These structures Luschka termed 
‘‘musculus retractor uteri.’’ Tandler® maintained that owing to the 
constant tone of these ligaments the excursions of the uterus and 
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vagina are limited. Richet and Walcher (quoted by Halban and 
Tandler) regarded them as the most important structures in prevent- 
ing prolapsus uteri. 

Extending from the posterior aspect of the pubis, and firmly at- 
tached to the uterus on a slightly higher level than the uterosacral 
ligaments, is the pubocervical fascia on which the bladder is dependent 
for its support; though more condensed, it is not anatomically in- 
dependent from the lateral portion of the cellular tissue. These two 
so-called ligamentous bands, the uterosacral and pubocervical fascia 
spanning the pelvis in an anteroposterior direction, must then in the 
normal individual be considered antagonistic in action, thereby main- 
taining*’ the topography of the pelvic viscera. 

When one observes that the compression of the cellular tissue is due 
to natural strain, it becomes obvious that with prolapsus uteri these 
areas have suffered greatest damage. Contained in this fascia are 
muscle fibers of a particularly elastic nature which aid the pelvic 
organs to return to normal position after physiologic displacement ; 
consequently, those in whom such elasticity does not exist, or in whom 
the musculature has atrophied, are particularly disposed to prolapsus 
uteri. 

In the erect posture, the direction of the rectal canal is downward 
and forward while that of the anal canal is at right angles. The angu- 
lation thus formed (the ampulla) is congenitally more marked in some 
individuals than in others. The exact role of Dénonvillier’s fascia in 
the formation of the ampulla is not entirely clear, but it is felt that the 
relative infrequeney with which these fibers can be demonstrated in 
procidentia is of significance. 

With a patient in the recumbent position, the direction of the vagi- 
nal canal is downward and backward, or at an angle of approximately 
90 degrees with the plane of the urogenital diaphragm. Throughout 
its greater length this potential canal is firmly encased in pelvic fascia 
which is, in turn, attached to the pelvic walls. The lateral and upper 
portion of this visceral support (the broad ligaments) is more cellular 
and broadly speaking may be considered the pelvie counterpart of the 
intestinal mesentery and, therefore, of relatively little value as a 
supporting structure. On the other hand, the base of the broad liga- - 
ment, or that portion which partially retains the topography of the 
lateral fornices, commonly termed Mackenrodt’s ligament, is not an 
independent structure but is an ill-defined portion of the endopelvie 
fascia. 

One concludes from the foregoing that the pelvic organs are sup- 
ported from below and not suspended from above, and, further, that 
the uterus, while never in a constant position, is maintained in one of 
relative anteversion by intraabdominal pressure on its posterior as- 
pect, so directed by the development of the lumbosacral curve. 
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Into the cellular tissue extends the lower end of the peritoneal 
eavity, as the culdesac of Douglas. The lower limit of the pouch is 
not the same in any two individuals; when extremely deep, the con- 
dition suggests a general deficiency in retroperitoneal cellular support. 

Body eavities responding to variations in internal pressure are usu- 
ally closed by striped muscle for equalizations of pressure.® The 
musculature constituting the pelvic floor acts antagonistically to intra- 
abdominal pressure. While the innervation is different, both the ab- 
dominal and pelvic musculatures act synchronously and synergisti- 
cally. When the muscles supporting the pelvic floor do not contract 
in response to pressure from above, descensus of the pelvic organs 
naturally results. Normally, the levator ani contracts in response to 
increased intraabdominal pressure. The tonus of the levator muscles 
is essential in preventing the pelvic organs from yielding to the nor- 
mal downward thrust, yet, with straining, the resistance is overcome 
and as a result the perineal hiatus is enlarged. 


FACTORS IN PROLAPSE 


It is difficult to say with certainty the degree contributed by any 
one factor in the production of prolapse, and it would seem that only 
in rare instances can the condition be ascribed to a single cause.*° 


Normally, the length of the mesentery of the small bowel prevents 
its descending into the true pelvis; if, on the other hand, the mesentery 
be unduly long, it becomes apparent that, should a deep culdesac be 
present, there exists in such an individual a potential uterosacral 
hernia. Vaginal relaxation permits such a hernia to become enlarged, 
ultimately carrying with it the vaginal canal, the uterus and, even- 
tually, the bladder. The condition, therefore, may be rightly compared 
with the so-called sliding hernia of the cecum and sigmoid, in the right 
and left inguinal regions, respectively. 

A contributing factor in the development of hernias is the toxic 
effect of infection upon the normal tone of both voluntary and in- 
voluntary muscles; the elasticity being thus impaired, these muscles 
yield readily to strain. Particularly is this true with the muscles sup- 
porting the pelvic viscera. Keys!” suggests that even the exanthemas 
in the young predispose to prolapsus uteri. Urinary tract infection 
accompanies over 2 per cent of all pregnancies; a large percentage of 
such eases do not respond to the accepted methods of treatment. If 
even a moderate degree of sacculation of the base of the bladder be 
present, the condition becomes particularly refractory to treatment. 
Assuming the role played by focal or general infection on muscles, 
further relaxation developing with repeated pregnancies then becomes 
a vicious circle, as the toxic effect of recurrent and protracted infec- 
tion causes loss of tone in the supporting musculature, which in turn 
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favors further descent. In the process of healing, following para- 
metrial infection, smooth muscle is largely replaced by scar tissue, 
which, if supporting a heavy subinvoluted uterus, may ultimately 
yield to the constant strain to which it is subjected. Only in rare in- 
stances is there a suggestion that parametrial infection per se con- 
tributes to procidentia. On the contrary, it is more likely that the 
management of labor, or the conduct of such delivery made more com- 
plicated by infection, is primarily at fault. 

In over 80 per cent of the cases of prolapsus uteri active menstrual 
life has ceased. Just as some individuals at the menopause undergo 
more extensive changes of a general biologic nature than others, so, 
too, regressional changes in the pelvic supporting structures are sub- 
ject to individual variations. 

Loss of muscular tone as a result of defective carbohydrate metabo- 
lism is well known. In an apparently high percentage of patients ad- 
mitted to the Gynaecological Service of The Montreal General Hospital 
for birth trauma, the fasting blood sugar value exceeded 0.120. The 
late H. M. Little observed that the frequency with which such a find- 
ing occurred seemed to be more than a mere accident. This observa- 
tion will be commented upon, later. 

With the menopause marked changes take place in all the pelvic 
structures; this is particularly noticeable in the reduction of the size 
of the uterus.® In addition, there is usually considerable resorption of 
the supporting fat; more important, however, are the atrophic changes 
in the smooth as well as the striped supporting musculature. 

In old age, there is a reduction in the lumbosacral curve. The 
intraabdominal weight in such eases is directed upon the pelvie floor. 
It is difficult to determine the importance of this factor in the produc- 
tion of prolapsus uteri, but the association with a reduced lumbo- 
sacral curve has been observed in such conditions. 

Pariety seems to be of but little etiologic significance. Recently, a pa- 
tient, aged forty-four, giving a history of having had 21 living children 
and 3 miscarriages, consulted me for metrorrhagia. On examination, 
a moderate rectocele and cystocele were found, with no evidence of 
either enterocele or prolapse. A vaginal hysterectomy for adenomyosis 
afforded an opportunity for further examination; the culdesae was 
found to be high, and the uterosacral ligaments were extremely well 
developed. On the other hand, Palmer Findley* and others observed 
and reported complete prolapse in preadolescence, while prolapsus 
uteri, associated with congenital anatomical defects, is not uncommon. 

Injury of a permanent nature to the rectal support during child- 
birth is often more real than apparent, as much irreparable submucosal 
damage to the perineal body results even from the so-called ‘‘ironing 
out’’ maneuver. 
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When lacerations occur in both sulci, or when an extensive para- 
medial episiotomy is performed, the fibers of the Luschka are divided, 
virtually enucleating the rectum from its attachment to the levator 
ani. The ampulla is thus left with but a poor support, yielding read- 
ily to the pressure of a loaded bowel. It becomes apparent that with 
a constantly overloaded rectum, the ampulla, improperly supported, 
becomes enlarged, bulging into the vagina until, eventually, it appears 
at the vaginal orifices as a rectocele. The process becomes a vicious 
one. From lack of normal support, the anorectal angle becomes dis- 
tended into a eculdesae because of such mechanical obstruction. Strain- 
ing at stool in order to empty the lower bowel of its diverted con- 
tents causes greater distortion of the rectal ampulla until, eventually, 
the posterior vaginal canal is drawn down; the uterosacral ligaments 
and mesosigmoid supporting the vagina and rectum, in particular, 
are elongated. 

With a prolonged second stage of labor, the uterosacral ligaments, 
as well as the pubocervical and other ligamentous supports of the 
uterus, become elongated, permitting subsequent retroversion, predis- 
posing thus to descent. In instances where the uterosacral ligaments 
have not elongated from a prolonged or delayed second stage of labor, 
but where the ampulla is left unsupported, the gradual descent of the 
rectum not only reduces the length of the rectovaginal septum but 
separates the two canals, until ultimately the culdesae with its con- 
tents as an enterocele replaces the rectovaginal septum. The strain 
of such herniation is borne to a great extent by the uterosacral liga- 
ments, which ultimately become incapable of retaining the uterus in 
its normal position. 


SYMPTOMS OF PROLAPSE 


While an appreciable descent of the pelvic viscera may have existed 
for some considerable time, it is only when the cervix protrudes from 
the vaginal canal that the patient urgently seeks relief. At the out- 
set, one must differentiate the elongated hypertrophied cervix from 
true prolapsus uteri; in the latter, the length of the vaginal canal, 
with the patient in the upright posture, is reduced, while in the 
former such change is not observed. 

Pain in the back is common to many conditions, and one should 
eliminate other possible causes of sacral or parasacral pain. In this, 
one is likely to correlate the symptoms with the pelvic findings. Ex- 
haustive examination not infrequently reveals that the actual cause 
of the symptoms is one of deficient pedal arch support or mild sacro- 
iliac strain. If no relief is obtained from a diagnostic pessary, symp- 
toms may then be regarded as arising from some cause other than 
within the pelvis. In an effort on the part of the patient to divert 
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the intraabdominal weight so as to be borne by the pubis instead of by 
the poorly supported pelvic basin, the necessary postural hypercorrec- 
tion eventually causes pain as a result of the constant strain upon the 
erector muscles. Though similar in nature, the symptoms in such a 
ease are not actually from displacement of the pelvic viscera. 

The degree of pain is variable, depending on the underlying cause 
of the sacropubic hernia. If of a congenital nature as observed in the 
nullipara, the pain in the back is at a higher level, for in such cases 
there is no traction on the so-called rectosacral ligament but rather 
on the mesentery of the small bowel. On the other hand, if the pro- 
lapse be traumatic in origin, the pain thus caused from traction on the 
rectum, which in turn is attached to the sacrum through the medium 
of the mesosigmoid, may be and often is intense. The relative absence 
of pain in the sacral region should lead one to suspect an existing 
congenital enterocele, even in the presence of an obviously badly dam- 
aged birth canal. 

With advancing years, owing to the sedentary life, and also to the 
partial disability resulting from a poorly supported pelvic floor, con- 
stipation becomes distressing, virtually reaching the point of rectal 
obstruction. The process becomes a vicious one; with forcing and 
straining the ampulla becomes larger until, at last, evacuation is pos- 
sible only if the rectum be digitally supported. 

Hypertrophy and elongation of the cervix are present in the vast 
majority of instances of prolapse. Possibly the cervical enlargement 
contributes primarily to the descensus but, more probably, it develops 
as a result of prolonged congestion and irritation. Strangulation of 
the hernia occasionally occurs to such a degree that reduction becomes 
difficult, even with the patient in the knee-chest position or the exag- 
gerated Trendelenburg position. 

In the absence of pathologic findings in the urine, urinary frequency, 
due to extravesical mechanical pressure, may be associated with va- 
rious degrees of birth trauma. Such irritation to the trigone is often 
caused by a rectocele, yet one should bear in mind that urinary symp- 
toms of this character more frequently accompany an enterocele. 

Prolapse may exist without any apparent damage of the urethral 
support and, in such eases, incontinence is not necessarily present. On 
the other hand, according to a urologic colleague," if there is a sagging 
or pouching of the bladder floor the condition is not unlike the ‘‘bas 
fond’’ which is often found associated with prostatic enlargement. 
When relaxation involves the urethral support, distressing incontinence 
may follow. In the event that urethral and vesical support are both 
defective, it is difficult to explain the absence of urinary frequency or 
residual urine in a goodly percentage of cases with complete prolapse. 
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COMPLICATIONS AND SEQUELAE 


With prolapsus uteri, mechanical obstruction of the urethra from 
strangulation results not only in an increase in residual urine but in 
‘‘obstructive uropathy.’*® Mechanical distortion, while apparently 
limited to bladder and urethra, actually involves the entire urinary 
tract. As a result of prolonged partial or intermittent urinary ob- 
struction consequent upon disturbance of the topography of the organs 
concerned, dilatation with subsequent infection of the upper tract of 
varying degrees occurs so that the depreciated renal function thus 
caused frequently becomes a more urgent problem than the existing 
prolapse. The corollary to such an observation is that in disturbed 
renal function in the female a thorough pelvic examination should be 
made to determine possible ureteral compression resulting from descent 
of the pelvic organs. The involvement of the ureter, with subsequent 
damage, is not a recent observation; Virchow, in 1846, stressed the 
possibility of hydroureter and hydronephrosis in prolapsus uteri, while 
Halban and Tandler® maintain that some degree of dilatation of the 
ureters is almost a constant finding in genital prolapse. At autopsy, 
the condition was found by them in fifteen out of twenty-three in- 
stances. Brettauer and Rubin? found similar lesions in 80 per cent 
of their cases. The mechanics of such obstruction are not identical in 
all cases.1° With the altered relation of the pelvic viscera, the uterine 
arteries, being drawn down with the uterus, may possibly cause a 
sharp kinking of the ureters. But, as the bladder accompanies the 
uterus in its descent, it is improbable that ureteral obstruction is often 
thus caused, though Frank‘ reported one instance of fatal uremia from 
pyonephrosis which he ascribed to this form of mechanical obstruction. 
As the pelvie organs descend, there is considerable pressure on the 
ureters as they are stretched across the pelvic inlet, but the greatest 
compression takes place when the ureters are drawn with the hernia 
through the pelvic outlet; here the compression takes place between 
the medial borders of the levator ani. In any ease, it is fortunate for - 
the individual that such compression is rarely neither constant nor 
complete. When the bladder passes completely through the hernial 
ring, the obstruction to the ureters appears to be less as, in such eases, 
the ureters alone occupy the neck of the sac. The exact site of com- 
pression, while of academic interest, is of less importance than the 
fact that hydroureter and hydronephrosis are a common sequel to pro- 
lapsus uteri. Though pathologic dilatation of the ureters as evaluated 
by visualization is relative, we agree with Young’? that the condition 
should be suspected in all eases of prolapsus uteri. The degree of 
permanent damage to the ureters and kidneys is in direct ratio to the 
duration of the vaginal hernia. 


I 


CAMPBELL: VAGINAL HYSTERECTOMY IN PROLAPSUS UTERI 217 


Normally the opening of the ureter into the bladder is through a 
zigzag course but, when the ureter is unduly stretched and the bladder 
wall thinned out, the normal valvelike effect from the peculiar course 
of the ureter through the bladder wall is lost, permitting the infection 
in the bladder (the natural sequela of residual urine) to ascend. 
Subsequent kidney damage of a greater or less degree almost invari- 
ably follows. 

As stated previously, the complications and sequelae of prolapsus 
uteri may be many, leading in certain instances to serious disturbances 
in metabolism. Whether these disturbances always result from the 
prolapse or, on the other hand, are accidental findings, such biologie 
changes are, nevertheless, important. Often an alternative type of 
repair must be chosen, or the technic modified to suit the case, as such 
conditions materially retard postoperative progress. 

Though previous reference has been made to disturbances in metab- 
olism encountered in prolapsus uteri, I especially wish to refer to 
that of carbohydrate metabolism. It is particularly worthy of note 
that, while in only 28 instances out of 378 admissions for birth trauma 
was there any evidence of glycosuria, fasting blood sugar estimation 
revealed some interesting data. In 378 patients admitted for some 
degree of damage to the birth canal, the fasting blood sugar averaged 
0.128. One hundred fifty-six patients, or 40 per cent of them, had 
blood sugar values over 0.120 on admission. Of those with elevated 
readings 78 per cent showed definitely disturbed carbohydrate metab- 
olism. There were 12.9 per cent of all patients admitted for birth 
trauma who had fasting blood sugar values exceeding 0.150, a definite 
indication of pathologic carbohydrate metabolism. 

Further significance can be placed on these observations when the 
postoperative results are analyzed. In 1926, I. M. Rabinowitch? 
stressed the importance of blood sugar determinations in surgical con- 
ditions generally. In a recent survey in the Gynaecological Service 
of The Montreal General Hospital, C. V. Ward?* showed that the 
incidence of primary union in diabetic patients following vaginal 
repair was over 93 per cent, identical with that of nondiabetics, when 
pre- and postoperative treatment included appropriate diet, with or 
without insulin, as found necessary by the Department of Metabolism. 
Equally good results follow intraabdominal procedures when similar 
precautionary measures are observed. . 

Ulceration of a refractory nature is common, and seriously delays 
operative repair of any sort. Severe hemorrhage from ulceration is 
not uncommon, and is extremely difficult to control; recently a diabetic 
patient was admitted to our ward in whom a rapidly developing ulcer 
bled so profusely that her family physician was able to arrest the 
hemorrhage only by applying a tourniquet about the base of the 
hernia; on examination, it was found that the uleer was carcinomatous. 
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The possibility of carcinoma!t developing on the everted pelvic 
viscera should be borne in mind; while only one such case was ob- 
served and reported from Johns Hopkins Hospital, it is worthy of 
note that, within the past ten years, two patients with carcinoma of 
the hernia were admitted to our service. 


TREATMENT 


In a recent communication before this Society,* certain prophylactic 
measures were outlined which, when adopted, are valuable in minimiz- 
ing the permanent damage of the birth canal incident to parturition. 

When prolapsus uteri becomes apparent, supporting mechanical 
devices are, as a rule, employed only as a temporary measure while 
awaiting preparation of the patient, or in those patients who are un- 
suitable for surgical treatment. As with other hernias, a permanent 
eure occasionally follows continued support of a sacropubic hernia.’ 


It is of historical interest to note that vaginal plastic procedures owe 
their birth to Marshall Hall!® who, in 1831, observed permanent cures 
following prolonged use of pessaries. 

A definite principle? should underlie all operative procedures, yet 
each case should be considered individually as no one method is a 
panacea. 

Any operation which essentially consists of suspending the uterus 
without properly reconstructing the vagina is anatomically unsound. 
Such procedures give the bladder a hammeck-like support which re- 
sults in an actual increase in residual urine, with its usual sequelae. 

Interposition operations have been employed by us for years but the 
procedure has been reserved, mainly, for cases of true cystocele, and 
not for those with marked relaxation or elongation of the lizamentous 
supports of the uterus responsible for permitting prolapsus uteri. 
Interposition operations may temporarily relieve the symptoms but 
such a procedure is rarely successful in curing sacropubice hernia. 

Vaginal hysterectomy not only removes the uterus, which not infre- 
quently is the site of some subsequent pathologic lesion, but, at the 
same time, the essential supporting structures are rendered more 
accessible for the purpose of reconstruction. 


In order to maintain the normal direction of the vagina so that the 
bladder may be supported in its proper position, continuity of a rela- 
tively taut fascial plane, extending from the posterior aspect of the 
pubis in front of the pelvic wall posteriorly, is of vital importance. 
By removing the uterus, the pouch of Douglas, which is frequently 
unusually deep, may be shortened, while the arch formed by the junc- 
tion of the two uterosacral ligaments, anteriorly, and the rectum, 
posteriorly, is easily reduced in size, as it is at this site that recurrent 
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herniation occurs. As part of the surgical procedure both the anterior 
and posterior walls of the vagina are repaired, after the manner 
herein described. 
PREOPERATIVE INVESTIGATION 
On admission to the hospital, an exhaustive history is taken and a 
general physical examination of the patient is made, in order to elicit 
the existence of any pathologic process other than that of prolapse. 


If a coexisting lesion is suspected, the respective departments are 
requisitioned for investigation of the part in question. In addition, 
routine blood Wassermann, urinalysis, complete blood count, and sedi- 
mentation rates are obtained, while fasting blood sugar, urea, creat- 
inine, and urea clearance and concentration factors are determined. 
We have been uniquely fortunate at The Montreal General Hospital 
in having the close cooperation of the Urological Service, where cysto- 
scopic examination of the patient, as well as visualization of the entire 
urinary tract, either by retrograde or direct means, is carried out. 
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All patients undergo a preoperative interval of observation, usually 
extending over a period of from three to five days. If a marked hydro- 
nephrosis or bilateral pyelitis is detected, prolonged bed rest in the 
dorsal position with forced fluid is insisted upon, augmented, in certain 
instances, by bladder lavage or continuous bladder irrigation. If the 
infection is refractory and pus cells of more than 25 to the H.P.F, 
persist, the operation is then temporarily postponed. 

In most cases, decubitus ulcers, when present, subside with daily hot 
sitz baths to the hernia, followed by drying of the part. The prolapse 
is replaced after each bath, and an acriflavine emulsion tampon is 
reinserted. Daily douches of lactic acid (drams 1 to 1 pint) are 


Fig. 2. 


prescribed for all patients of this group. This procedure does much 
to reduce the incidence of postoperative vaginal infection, as well as 
to hasten healing of decubitus ulcers. 

Hormone therapy in the form of estrin, when administered for one 
week prior to operation, reduces the possibility of infection which is 
likely to follow any surgical procedure in the presence of a senile 
vaginitis. 

TECHNIC OF VAGINAL HYSTERECTOMY 

The immediate preoperative medication consists of Nembutal gr. iii, admin- 

istered orally forty minutes before leaving the ward. Spinal anesthesia with 


novocaine crystals has proved particularly satisfactory. The cases with high 
blood pressure tolerate this type of anesthesia particularly well as do those with 
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various forms of debilitating conditions, as evidenced by the absence of post- 
pulmonary and other complications, and seem to justify this form of anesthesia. 
In addition there is infinitely less ‘‘oozing’’ of blood in the field of operation with 
this form of anesthesia. 

In the lithotomy position, the entire area is thoroughly sterilized with iodine 
2 per cent, and after catheterization, the patient is draped in the usual manner. 
With a tenaculum the cervix is drawn dow:z, while with an Allis forceps grasping 
the mucosa immediately posterior to the urethra, the anterior vaginal wall is put on 
a stretch. A racquet-shaped incision through the mucosa is made, extending 
from the urethra and surrounding the cervix (Fig. 1). The mucous membrane 
is then pushed upward, the base of the bladder being partially exposed is elevated 


Pouch or DousLas 


UTERO-SACRAL 


from the anterior aspect of the uterus but, to minimize bleeding, is not separated 
from the mucosa of the anterior vaginal wall (Fig. 2). On exposure of the 
peritoneum of the culdesac, an incision is made in the peritoneum (Fig. 3), and 
a small abdominal towel saturated with 5 per cent aqueous acriflavine is inserted into 
the pouch of Douglas (Fig. 4); this insures the walling off of the contents of the 
pelvis and, at the same time, absorbs any soiling which may enter through the 
incision. With the index finger of the left hand inserted through the incision 
(Fig. 5), the uterosacral ligament, on the left side, is clamped and, as the fundus 
is approached, the finger is swept around behind the fundus of the uterus so as to 
push it forward (Fig. 6). When the uterovesical fold of peritoneum is put on the 
stretch it is incised, and the fundus of the uterus is then delivered. The remain- 
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ing portion of the broad ligament, including the uteroovarian ligament and the 
fallopian tube, is then clamped. The uterus is turned laterally to the right in a 
battledore fashion, and the right broad ligament clamped in a manner similar to 
that of the left (Fig. 7). All bleeding points are then ligated. The peritoneum 
is now grasped with Allis forceps. The culdesac is next examined and, if the 
pouch of Douglas extends far down toward the perineal body, a purse-string of 
No. 2 chromic catgut is inserted particularly high (Fig. 8), after the manner of 
Phaneuf.18 The redundant peritoneal tissue is then removed. The free ends of 
the purse-string are tightened and tied, while the acriflavine tampon is with- 
drawn. The ends of the purse-string are not cut but are left long and held 
for subsequent use. 

It will be noted that thus far in this procedure the bladder has not been 
separated from the mucosa of the anterior vaginal wall in order that the operative 


Fig. 8. 


field may be kept as dry as possible. The peritoneal cavity having been oc- 
cluded, the mucous membrane of the anterior vaginal wall is grasped with a series 
of clamps and with a sponge is gently separated from the bladder (Fig. 9). The 
uterosacral ligaments are then sutured into the pubocervical fascia (Fig. 10), 
while the free ends of the uncut purse-string suture of the peritoneum are brought 
around the uterosacral ligaments and tied on the inferior surface. This is done 
so as to occude any possible ‘‘dead space,’’ and to retain the normal relationship 
of the lower end of the culdesae to its supporting structure. The uterosacral 
ligaments are sutured to each other so as to reduce the size of the arch formed 
by their approximation; subsequent herniation is thus prevented (Fig. 11). The 
redundant mucosa of the anterior vaginal wall is then resected (Fig. 12), and 
closure is made with nine interrupted No. 1 catgut sutures. An alcohol tape, one 
and one-half feet long, is then inserted into the vaginal vault to insure drainage 
(Fig. 13). 
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The posterior vaginal wall is then repaired. After having made a transverse 
incision at the mucocutaneous junction, the mucous membrane is elevated 
(Fig. 14) and, with two clamps,3 a V-shaped portion of mucous membrane of the 
vagina is outlined and removed.!5 The perirectal cellular tissue is then approx- 
imated with interrupted catgut sutures. After approximation of the levator ani 
muscles, the urogenital diaphragm is then reconstructed. Closure is made in the 
vaginal floor by double continuous No. 1 catgut sutures. 

At this juncture, the cut or damaged ends of the sphincter vaginae are drawn 
backward, and attached to the sphincter ani externus. Such reconstruction of the 
perineal body prevents the subsequent perineal scar which inevitably follows the 
perineotomy being drawn forward by the action of the sphincter vaginae and, also, 


Biz. 


obviates the distressing condition of the so-called ‘‘sacral anus.’’ The anal canal 
when held well forward obviously reduces the anorectal angle, an essential detail to 
insure success of any form of perineal reconstruction. The superficial structures of 
the perineum are finally brought together with a subcutaneous No. 1 catgut suture; 
an indwelling catheter is then inserted. 


POSTOPERATIVE CARE 


As part of the technic of spinal anesthesia, the patient is kept in the dorsal 
decubitus position for twenty-four hours, which position, fortunately, is the one of 
choice to insure good kidney drainage. During this time sedatives are freely ad- 
ministered as required. Vaginal packing inserted at the time of operation is removed 
by the end of forty-eight hours. 
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The indwelling catheter prevents undue strain on the suture lines from over- 
distention of the bladder. It is not disturbed for the first four days, thus obviating 
repeated catheterizations, which would otherwise be probably imperative during the 
period in which glucose saline is freely administered, intravenously. Daily vesical 
irrigations with sterile boracic solutions are carried out, while after each irrigation 
5 ¢c.c. of a 20 per cent solution of argyrol are instilled into the bladder. When the 
catheter is finally removed (on the fourth day), the patient is catheterized every 
eight hours if necessary. Following voiding, the patient is catheterized and, if on 
two successive occasions the residual urine does not exceed 30 ¢.c., this procedure is 


discontinued. 


Fig. 12. 


When the patient can tolerate a mixture of milk of magnesia and liquid paraffin, 
she is given one ounce of each twice daily, in order to encourage early spontaneous 
bowel evacuations. On the third morning (postoperatively), a soapsuds enema is ad- 
ministered. 

Daily douches of lactic acid (drams 1 to the pint) are given, after the removal 
of the packing. Patients are permitted out of bed by the thirteenth day, and dis- 
charged some three or four days later. 

Experience has shown us that a fasting blood sugar above 0.120 is inimical to 
healing of perineal wounds, hence all patients with a blood sugar value between 
0.120 and 0.130 are routinely given five units of insulin, three times daily. Those 
whose carbohydrate value exceeds this are referred to the Department of Metabolism 
which places the patient on the strictest regime: doses of insulin varying as in- 
dicated by fasting blood sugar reading. 
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Vaginal hysterectomy is not a new procedure; ™ according to the 
late George Gellhorn,* Robert Battey of Rome, Georgia, in 1876, was 
the first to approach the pelvic organs through the vaginal canal. 
This type of operation has of late become increasingly popular, but, 
although a satisfactory surgical measure in the treatment of prolapsus 
uteri, like all other operations it has its limitations. 

Often patients with procidentia have symptoms suggestive of an 
intraabdominal pathologic lesion. In such cases, because of the limited 


Fig. 13. 


field exposed through the vaginal route, it is considered wiser to 
perform a laparotomy, either at the same time the birth canal is 
repaired or at a subsequent date, rather than attempt too broad a 
dissection from below. 

In the procedure herein described, I have endeavored to stress the 
importance of a knowledge of anatomy of the pelvic structures. I 
should like to make it clear that, while it is impossible to dissect and 
identify the various portions of the fibromuscular fascia, certain areas 
are subjected invariably to greater strain, and in one’s reconstruction 
these so-called cardinal ligaments must be so arranged as to give 
adequate support to the abdominal structures dependent upon the 
pelvic basin for support. 
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RESULTS 


During the past two and one-half years vaginal hysterectomy was performed in 
70 cases, 66 of which were for birth trauma, with an average age of 53.1 years, 
the youngest being thirty while the oldest was seventy-two. The average parity was 


Fig: 34, Fig. 15. 


4.7, including one patient who was a para xxiv, and three nulliparas, all averaging 
a hospitalization of eighteen days. 

Postoperative complications, in the form of varying degrees of urinary tract infee- 
tion, were present in 36 per cent of cases. A great number of these cases had a pre- 
operative pyuria; the operation probably merely caused an acute exacerbation of q 
temporarily quiescent infection. 
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Abscess in the vaginal canal necessitating drainage occurred in three of the earlier 
cases, probably owing to the faulty occlusion of potential ‘‘dead spaces.’’ The pres- 
ence of glycosuria in two of these cases no doubt contributed to the infection. The 
only death resulted from peritonitis in a patient with a virulent form of strepto- 
coccal pyometria and senile vaginitis. We feel that had we employed estrin therapy, 
preoperatively, in this case such a result would have been averted. 

A late postoperative complication was the recurrence of an enterocele25 in two 
cases, which demonstrated to us the absolute necessity of reducing the size of the 
rectal cleft in the endopelvic fascia. 

The above complications occurred in the earlier cases, which impressed upon us 
the importance of certain features in the technic and conduct of this type of case 
which I have endeavored to stress. 


COMMENT 


Prolapsus uteri results from either congenital defects in the strue- 
tures supporting the uterus or from damage to these tissues incidental 
to childbirth, or both. 

A thorough understanding of normal pelvic anatomy is essential in 
order to comprehend changes that occur in the topography of the 
pelvic contents incident to the defects in the supporting structures 
which permit procidentia. 

Since sacculation of the bladder, hydroureter, or hydronephrosis re- 
sulting from procidentia is accompanied by infection of the entire 
urinary tract, complete blood chemistry should be obtained. Similarly 
visualization (either direct or retrograde) of the urinary tract is 
essential. 

Vaginal hysterectomy with repair of the birth canal is a satisfactory 
surgical measure, the essential features of the technic employed being 
spinal anesthesia, a relatively bloodless field, protection of the peri- 
toneal cavity, reduction in size of the pouch of Douglas, occlusion of 
all ‘‘dead spaces”’ and reconstruction of the pelvic cellular tissue. The 
importance of the uterosacral ligament is particularly emphasized. 

Vaginal hysterectomy is not recommended for prolapsus uteri when 
there are abdominal symptoms, or where any palpable abdominal or 
pelvic lesion is detected, or where so-called senile vaginitis exists. 

From the fact that in prolapsus uteri the extent of the damage to 
the pelvic or other organs is not identical in any two cases, the term 
‘‘nercentage cures’’ is obviously fallacious. Unfortunately, there is no 
‘‘vardstick’’ by which one can measure the actual damage from the 
anatomical derangement present in sacropubic hernia. While the sup- 

port to the pelvic structures may be satisfactorily reconstructed, from 

an anatomical standpoint there is no proof that the organs involved 
will return to their original physiologic state. We therefore must ap- 
praise our results largely on the permanency of our reconstruction but, 
more particularly, on the subsequent well-being of the patient. In the 
study of prolapsus uteri, more than in any other gynecologic condition, 
one is foreed to realize the interdependence of the various branches of 
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medical science. A fair understanding of these is necessary in order 
to obviate the manifold failures so frequently resulting from surgical 
treatment of this most distressing condition. 
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1414 DRUMMOND STREET 
DISCUSSION 


DR. J. W. KENNEDY, PHILADELPHIA, Pa.—In 1926 at our meeting in Chicago, 
when I discussed vaginal hysterectomy as the best treatment for uterine prolapse, 
I met with unyielding opposition. The opposing arguments were based upon the 
fact that the indwelling uterus could be used through some type of fixation opera- 
tion, either for the purpose of elevating the bladder by attaching it to a higher point 
on the uterus or the organ might be used in executing the interposition operation. 

Although there may appear to be a marked difference in Dr. Campbell’s and 
my methods of treatment of prolapsus uteri, yet in the substantial principles in- 
volved, we are in accord. In each the surrounding uterine ligaments are dealt with 
so as to elevate the vaginal fornix and bladder to their normal positions. What 
Dr. Campbell accomplishes by suture or plication of ligaments, we execute by the 
clamp method, which permits the contraction and retraction of all uterine ligaments 
after the clamps have been removed. This allows the uterine ligaments to retract 
toward their bony attachments, thus pulling or elevating the vaginal fornix and ac- 
companying bladder to their normal locations. The retraction of the ligaments, 
when the extremities are freed from the clamps, is, however, far greater than can 
be obtained by suturing their extremities together after vaginal hysterectomy. In 
marked prolapse of the uterus and bladder, those procedures, such as the interposi- 
tion operation or elevating the bladder by stitching the same to a higher point on 
the uterus or broad ligaments, will fail in a large percentage of cases on account of 
the overstretched and elongated ligaments and will not give sufficient shortening to 
the sustaining structures with the indwelling uterus. The uterus is the keystone of 
the prolapsed and elongated arch (uterus and broad ligaments) and when it is re- 
moved by the clamp method, the arch is shortened, the keystone (uterine position) is 
filled in with fibrous tissue, all the uterine ligaments retract to their bony attach- 
ments, thus elevating the vaginal fornix and bladder to their normal positions. 

In the complete procidentias, with bladder and vaginal wall prolapsed between the 
patient ’s thighs, after finishing the vaginal hysterectomy, we immediately perform an 
extensive cystocele operation. In this a large triangular area of the entire thickness 
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of the anterior vaginal wall is excised, closure being performed by silkworm-gut 
sutures. Absorbable or buried sutures must not be used on account of infection in- 
cident to the slough from the clamp method of removing the uterus. A marked 
rectocele can best be taken care of a little later, after retraction of the vaginal walls 
has taken place from the hysterectomy. This repair of the rectocele is performed be- 
fore the patient leaves the hospital. 


DR. W. SCHILLER, Vienna, AustriA.—With the changes caused by chemical 
irritation, such as the urine flowing over the surface of the uterus; by mechanical 
irritation resulting from friction between the exposed uterus and the thighs; by 
thermic irritation from exposure to variations in the temperature of the air, it would 
be expected that carcinoma would develop more easily and frequently in procidentia 
and prolapse than in the normally placed uterus. I have examined the specimens from 
a large number of cases of prolapse of the uterus and also of carcinoma of the 
cervix and among those cases I found altogether only seven cases of prolapse asso- 
ciated with carcinoma of the cervix. Five of these cases have been published by 
Hoegler and since then I have discovered two more cases. This leads to the con- 
clusion that in prolapse the incidence of carcinoma is much lower than in uteri nor- 
mally situated. 

The few instances of carcinoma occurring in prolapse deserve explanation. The 
change observed in the epithelium in prolapse is a keratosis which is the physiologic 
reaction that serves to protect the organ against the external insults resulting from 
its position. We know that the parts of the skin that physiologically have the highest 
grade of keratinization, as the palm and sole, have a lower incidence of carcinoma 
than the parts of the skin that are less keratinized, for example, the face. 

On the other hand, there are certain types of hyperkeratosis that have a tendency 
to change to carcinoma, as in chronic intoxication. It is a very interesting fact that 
many years ago the use of Fowler’s solution was abused by its being given in high 
doses daily for many years. But such patients used to develop hyperkeratotic areas, 
especially on the forehead, and eventually the arm and those areas showed a marked 
tendency to change into carcinoma. This observation leads to the conclusion that we 

must distinguish between two types of hyperkeratosis as regards their tendency to 
develop carcinoma, the physiologic type being a reaction against the mechanical and 
drying-out influence; and toxic hyperkeratosis in consequence of chronic administra- 
tion of arsenic. The first type means a certain protection against carcinogenesis. 

After all we must admit that in cases of prolapse the probability of carcinoma is 
much lower than in normal women, for whereas in normal women the incidence of 
carcinoma of the cervix amounts to 3 per cent, the incidence of carcinoma in women 
with a prolapse amounts to only 0.5 per cent, according to my statistics. This is not 
opposed to the proposal to treat patients with procidentia by vaginal hysterectomy. 
We should never support this proposal, however, by stating that these patients have 
a higher incidence of carcinoma than do women with normally placed uteri. 


DR. W. W. BABCOCK, PHILADELPHIA, Pa.—While I have been very much in- 
terested in vaginal hysterectomy and have performed about 90 per cent of hysterec- 
tomies by this route, I have not felt that vaginal hysterectomy played a very impor- 
tant part in the treatment of procidentia. Indeed, it has been my impression that 
if the uterus is of a fair size it often is wise to do an interposition operation so as te 
raise the bladder and stabilize and fix the anterior vaginal wall. 

At the same time, I think there is no question that one can perform a vaginal 
hysterectomy with an associated plastic operation with very excellent results in 
procidentia. A small senile uterus is of little or no value as an interposed organ, 
while its removal enables one to obtain support to the vagina from the broad and 
uterosacral ligaments. In every case it seems very important to secure a very high 
pelvic floor so that the resultant of forces that arise when the patient is standing 
will deflect the pressure forward upon the pubis. The weight is thus largely sup- 
ported by the bone rather than by the soft parts. 
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I was interested in the author’s method of completely closing the peritoneum in 
vaginal hysterectomy. I have had considerable trouble in perhaps 10 or 15 per cent 
of the cases in which the peritoneum and vagina were entirely closed. A secondary 
infection in the pelvis often develops about seven to ten days after the operation 
and this necessitates reopening. As a result, for years we have not closed the pelvic 
opening and have carried gauze drains into the pelvis in all cases. Possibly Dr. 
Campbell avoids the pelvic infection by bringing the pedicles outside the peritoneum 
and not closing the vaginal wall. I hope he explains this. 

As to his 33 per cent pyurias, we have felt that infections of the bladder have 
been largely eliminated by keeping a retention catheter in for three or four days 
after all operations where the uterus is removed or when an operation for procidentia 
is done. In this way retention of urine is avoided. The bladder is irrigated daily 
and silver protein instilled when the catheter is finally withdrawn. 


PROFESSOR MILES PHILLIPS, SHEFFIELD, ENGLAND.—I have been doing this 
operation since 1910 and have performed it more than 500 times. It is not done ex- 
elusively for procidentia, but combined with double colporrhaphy is employed for 
such indications as the smaller fibroids, senile pyometra, lacerated cervix, or badly 
infected cervix. 

The operation is especially valuable in those cases where there is a congenitally 
deep pouch of Douglas. That is a very important factor in many cases, not only in 
the spinster but in other women who may have had only one or two children. 

I do not excise the peritoneal sac now but purse-string it as high as possible, leav- 
ing the eventrated plaque of peritoneum to help fill the space between the upper 
vagina and rectum. 

I always drain the potential space outside the peritoneal cavity. I used to do that 
with gauze or rubber, but do it now invariably, and I think most successfully, by 
leaving the catgut sutures which unite the uterosacral ligaments to the angles of the 
vaginal vault and to each other, with long projecting ends. I now have none of those 
small abscesses nor anything in the nature of a peritonitis. We use only plain cat- 
gut and the ligatures come away very easily. 

In my last 150 private cases there was no mortality. Unfortunately, the next 
patient succumbed to an accident not directly connected with the operation, having 
developed a pulmonary abscess associated with the anesthetic. The mortality is there- 
fore very low, and the painlessness of convalescence is very striking. 

T used the clamp method occasionally in 1908, but I have not done so recently. 

I think the retaining catheter is very useful, but a most valuable addition is 
sodium mandelate to prevent Bacillus coli infection. Its use was begun by Rosen- 
heim of London and has met with great success. I anticipate an increasing use of 
vaginal hysterectomy in the treatment of prolapse. 


DR. CAMPBELL (Closing).—In answering Dr. Babcock’s remark, where birth 
trauma is limited to cystocele, the interposition operation is reserved. Suspension of 
the uterus does not cure genital prolapse. On the contrary, such a procedure converts 
the anterior vaginal wall into a hammock, thereby increasing the residual urine and 
further damaging the kidney. The pelvic organs are supported from below and not 
suspended from above. 

We have not had an infection in the culdesac except in one case and that was 
where I did not close the culdesac. I feel that infection depends in a large measure 
upon the way we treat our patients preoperatively. As I said before, if we use 
estrin, especially if senile vaginitis is present, we will increase the circulation in the 
vaginal mucosa and thereby reduce the morbidity. 

The abscess formation in the vaginal vault, as a rule, results from dead space. If 
there is much dead space left between the peritoneum and the reconstructed pelvic 
floor, there will always be an abscess. I hope at some later time to offer a larger 
series of cases. 


BILATERAL TRANSPLANTATION OF THE URETERS 
OF THE FEMALE 


S. Counseuer, M.D., RocHester, MINN. 
(From the Division of Surgery, the Mayo Clinic) 


RANSPLANTATION of the ureters to the pelvic portion of the 
colon is now recognized as a standard surgical procedure for the 
treatment of exstrophy of the bladder. It is very successful and can 
be performed with a low mortality if there are no complicating con- 
ditions in the upper part of the urinary tract. The good results 
obtained in the treatment of this condition have been the stimulus for 
transplanting the ureters of women in the treatment of conditions in 
which the urinary bladder has been rendered useless by traumatism 
or by disease. Those conditions I wish to consider are huge vesico- 
vaginal fistulas, chronic interstitial cystitis with secondary contraction 
of the bladder, and certain carcinomas of the bladder. 

The technic employed for transplantation of the ureters at The Mayo 
Clinic is that of C. H. Mayo, which utilizes Coffey’s principles of trans- 
plantation of the common bile duct. This necessitates the transplanta- 
tion of one ureter at a time; the right ureter is transplanted first, and 
the left ureter is transplanted not earlier than two weeks after trans- 
plantation of the right ureter.. 

Briefly, the method consists of intraperitoneal isolation of the right 
ureter and its division as near the bladder as possible. The parietal 
peritoneum is closed by a running suture, but only loosely around the 
ureter. An incision about 14% ineh (3.77 em.) long is made in the 
longitudinal band of the rectosigmoid; this incision extends down to 
the mucosa but not through it. The submucosa is separated from the 
mucosa slightly on each side, and at the distal end a puncture is made 
through the mucosa; this puncture is just large enough to admit the 
ureter. The lower end of the ureter is partially split for a distance 
of about 0.6 em. and a suture is tied to it. About 2 inches (5 em.) 
of the short end of the tied suture is threaded into the ureter as a 
guide for the urine. The ureter is drawn through the opening in the 
bowel by this suture, the needle emerging through the bowel about 
1.5 em. beyond the lower end of the incision in the sigmoid. It is 
anchored to the peritoneal surface of the bowel. The cut edges of the 
muscular wall of the bowel are united over the ureter by as few inter- 
rupted sutures as possible. A continuous row of sutures next covers 
the entire incision and all previous sutures as additional protection. 
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Care must be used not to implant more than 2 em. of the ureter and 
not to suture too snugly around its entrance into the wall of the bowel. 
The line of implantation is then brought laterally to the pelvic wall 
and the bowel is sutured to the parietal peritoneum by a few inter- 
rupted sutures just above the line of anastomosis, thereby relieving 
any tension on the ureter and adequately protecting against leakage 
and infection. The left ureter is transplanted in the same manner but 
not earlier than two weeks after transplantation of the right ureter. 
Inguinal incisions are used and these are carried through both the 
external and internal oblique muscles. 


VESICOVAGINAL FISTULAS 


The urinary bladder obviously is the best receptacle for urine that 
ean be devised ; therefore, every effort should be made to save it. Re- 
construction of the base of the bladder and vesical neck following 
their destruction by childbirth has the greatest chance of success at 
the first operation, so that at this particular time great care should be 
exercised to get accurate approximation of the tissues. The chances 
of success in the repair of large vesicovaginal fistulas decrease with 
each subsequent operation. It is not uncommon to see cases in which 
repair of a vesicovaginal fistula has been attempted eight to twelve 
times. This results in scar tissue which makes the anterior wall of 
the bladder rigid as far as the urethra; urine continues to drain from 
the fistula and there is little hope of successful repair. 

The reason that failure is so likely to oceur following repeated op- 
erations is that scar tissue has very poor blood supply. In such eases 
one cannot satisfactorily separate the muscular wall of the bladder 
from the vaginal wall without risk of further necrosis or the possible 
occurrence of a fistula that is larger than the one which was present 
before the operation. 

Vesicovaginal fistulas that occur following the treatment of cervical 
carcinoma with radium are equally as difficult, if not more difficult, 
to close than are those that occur following delivery. If these fistulas 
are small the fistulous tracts can be excised and good vesical tissue 
ean be used for closure, but if the fistulas are large, it is almost im- 
possible to reconstruct the bladder and anterior vaginal wall success- 
fully. 

CasE 1.—A woman, aged nineteen years, came to the clinic because of a huge 
vesicovaginal fistula and an extensive third degree laceration of the perineum, which 
had followed difficult labor. Multiple operations had been performed on both the 
vesicovaginal fistula and perineum, with only partial success. All urine was passed 
through the fistula. The upper part of the urivary tract was free from infection 
and obstruction. 
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Examination revealed that the entire neck of the bladder, including the trigon, was 
absent. The vaginal wall was rigid as a result of scar tissue. There were total incon- 
tinence of urine and partial incontinence of the anal sphincters. A complete success- 
ful repair of the perineum was performed by using silkworm sutures. One month 
later, following complete healing of the perineum and after satisfactory control of 
the anal sphincters had been demonstrated, the ureters were transplanted to the 
sigmoid flexure at different times. The wounds healed, and when the patient was dis- 
missed from the clinic one month later, she was passing all urine through the bowel 
and was entirely comfortable. Follow-up letters reveal that at the present time she 
passes urine through the rectum about every four hours. 


CasE 2.—A woman, aged twenty years, complained of urinary incontinence which 
had existed since the delivery of her first child four years before she came to the 
clinic. Three attempts which had been made to close a huge vesicovaginal fistula had 
been unsuccessful and had resulted in a tremendous amount of scar tissue. The 
vaginal canal was extensively inflamed from the passage of urine. Physical examina- 
tion did not reveal any other abnormality. The perineum and anal sphincters were 
normal. 

Examination under anesthesia, on Aug. 21, 1933, revealed that there was complete 
destruction of the urethra and trigon of the bladder. Bilateral transplantation of the 
ureters was performed. The right ureter was transplanted Sept. 10, 1953, and the 
left one was transplanted two weeks later. The wounds healed nicely, and when 
the patient was dismissed from the clinic one month later, she was passing all of the 
urine through the rectum. 


CasE 3.—A woman, aged thirty-two years, came to the clinic, April 13, 1926, com- 
plaining of urinary incontinence which had followed the use of radium for carcinoma 
of the uterine cervix. She had felt well following the treatment, but two months 
later she had begun to lose control of micturition and since that time she had been 
confined to her bed constantly because of complete urinary incontinence. 

Examination disclosed a large vesicovaginal fistula and considerable induration in 
the pelvis. The value for the blood urea was within normal limits and the Wasser- 
mann reaction on the blood was negative. The value for the hemoglobin was 65 per 
cent and there were 3,990,000 erythrocytes in each cubic millimeter of blood. There 
was no evidence of infection of the upper part of the urinary tract. 

Examination under anesthesia did not reveal any malignant change in the pelvis. 
On April 19, 1927, the right ureter was transplanted to the sigmoid flexure. One 
month later, the left ureter was exposed and found to be somewhat obstructed and 
dilated. However, it was transplanted to the sigmoid flexure with a great deal of 
difficulty on account of the fixation of the bowel at this point. Although the patient 
passed adequate amounts of urine by the bowel, peritonitis developed; this was com- 
plicated by bronchopneumonia and the patient died eight days following transplanta- 
tion of the left ureter. 


CasE 4.—A woman, aged thirty years, came to the clinic Dec. 6, 1926, because she 
passed all of her urine through the vagina. Following the birth of her child, eight 
years before she came to the clinic, a high amputation of the cervix had been per- 
formed; this had resulted in a vesicovaginal fistula. Three attempts had been made 
to repair the fistula but none of these had been successful. A suprapubic cystostomy 
also had been done in an attempt to divert the urine from the vagina. The three 
attempts at transvesical closure of the fistula had resulted in the formation of scar 
tissue. Two months after the last attempt to repair the fistula, the scar tissue 
produced evidence of ureteral obstruction, with repeated chills and fever. 

The value for the hemoglobin was 66 per cent and there were 3,700,000 erythrocytes 
in each cubic millimeter of blood. The Wassermann reaction on the blood was 
negative and the value for the blood urea was within normal limits. Examination re- 
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vealed an extensive scarring in the vagina and a vesicovaginal fistula. The capacity 
of the bladder was tremendously reduced and the prospects of closure of the fistula 
and relief of obstruction of the ureter were very poor. The right ureter was trans- 
planted on Dee. 21, 1926, and the left ureter was transplanted on Jan. 13, 1927. The 
patient has remained in good health and has voided urine through the bowel every 
three to four hours without discomfort. 


Case 5.—A woman, aged forty-eight years, came to the clinic Jan. 10, 1928, com- 
plaining of a rectovaginal and vesicovaginal fistula. Four or five attempts had been 
made to repair the fistulas but all of these had resulted in failure. Vaginal examina- 
tion revealed a tremendous scarring in the region of the urethra and a vesicovaginal 
fistula. Proetoseopic examination disclosed tremendous searring of the anterior rectal 
wall and a rectovaginal fistula. Successful closure of the vesicovaginal fistula did 
not seem probable. Repair of the rectovaginal fistula was carried out on Jan. 23, 
1928. A year and a half later, Aug. 9, 1929, the right ureter was transplanted to 
the sigmoid flexure and a month later the left ureter was transplanted to the sigmoid 
flexure without incident. The patient’s convalescence was uneventful and she passed 
urine by bowel satisfactorily. The patient died of a pulmonary embolism sixteen 


days following the last operation. 


CASE 6.—A woman, aged thirty years, registered at the clinic Oct. 22, 1928, 
complaining of a large vesicovaginal fistula which had been present for two years. 
This had occurred at delivery, which had been spontaneous. Delivery had been fol- 
lowed by phlebitis of the left leg. Six months prior to her admission to the clinic 
a repair of the vesical fistula had been attempted, but had not been successful. 
Urinary leakage had increased following this surgical procedure and chills and fever 
had developed and had continued for several days. 

Examination revealed that the blood pressure was normal. The value for the 
hemoglobin was 48 per cent; there were 3,750,000 erythrocytes in each cubic milli- 
meter of blood and the Wassermann reaction on the blood was normal. Urinalysis 
did not reveal any abnormality. Vaginal examination revealed a large vesicovaginal 
fistula, Although prospects of cure of the fistula were poor, it was thought advisable 
to attempt closure. On Nov. 1, 1928, operation was performed and a very large 
fistula, which involved practically the entire trigon and extended down to the 
uterine cervix, was encountered. There was a great deal of scar tissue and the fistula 
was very difficult to close. Closure was obtained by turning the bladder in with two 
double rows of sutures of chromic catgut and approximating the vaginal mucous 
membrane with six silkworm sutures. The capacity of the bladder was very small; 
therefore, a suprapubic tube was inserted in order to protect the suture line. How- 
ever, sloughing of the repaired tissues occurred. The right ureter was transplanted 
to the sigmoid flexure on April 30, 1929, and the left ureter was transplanted on 
May 24, 1929. These operations were without incident. The patient was in good 
health following these operations and voided through the rectum every four to five 
hours. 


CHRONIC INTERSTITIAL CYSTITIS 


This is one of the most distressing conditions which involves the 
urinary bladder. A small portion of the bladder may be involved but 
cases which give one the most trouble are those in which large por- 
tions of the bladder are involved. Early in the disease, when only a 
small portion of the bladder is involved, the involved regions are 
treated by transurethral applications of silver nitrate, by the cautery, 
by lavage with numerous medical agents, and finally by overdistention 
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of the bladder. Many of these patients can be kept comfortable by 
these methods while others cannot. The disease lasts many years and 
if not held in check the disease process gradually involves more and 
more of the vesical wall and finally produces a contracted rigid blad- 
der which has a capacity of only a few ounces. This results in fre- 
quent micturition, extreme pain, and great disability. The bladder in 
this state is useless and the urine must be diverted if the patient is 
to continue to live. 

Sebening, of Germany, in experiments on dogs, successfully engrafted 
a loop of small intestine on to the dome of the bladder and thereby 
increased the capacity of the latter organ. He then successfully ap- 
plied this method to the treatment of patients whose bladders had been 
contracted by infection. The procedure involves considerable risk and 
for this reason I favor transplantation of the ureters to the pelvie 
portion of the colon if the rectal sphincter is functioning. 


Case 7.—A woman, aged twenty-seven years, first came to the clinic July 19, 
1928, because of pain in the lower part of the abdomen, in the region of the bladder. 
General physical examination did not reveal any abnormality. Cystoscopic examina- 
tion revealed a panmural fibrosis. This was treated by transurethral fulguration. 
Tonsillectomy was performed to eliminate possible foci of infection. Following the 
fulguration she was free from pain in the region of the bladder for the first time 
in five or six years. She returned home and was completely free from symptoms for 
nine months and then had a recurrence of the former trouble. 


She returned to the clinic and was treated by overdistention of the bladder to a 
capacity of 830 ¢.c. There was slight improvement in her condition for approximately 
two months but at no time was she completely relieved. A presacral resection of the 
sympathetic nerve was performed. This procedure afforded considerable relief for 
one year, but at the end of this time the symptoms recurred. <A resection of the in- 
volved portion of the bladder was carried out and about a fifth of the bladder was 
removed. This was followed by considerable subjective relief. However, two years 
later, following a severe infection of the throat, mild vesical symptoms recurred. 
Local treatments were carried out for one year but did not produce any improvement. 

The right ureter was transplanted to the sigmoid flexure on June 5, 1934, and six 
weeks later the left ureter was transplanted. The patient returned to the clinic 
one year following the last operation; she had gained twenty-five pounds (11.3 kg.) 
and was able to retain the urine in the rectum from four to five hours without distress. 
Pyelograms of both kidneys were normal. 


Comment.—It should be noted that this patient had symptoms for 
approximately fifteen years before complete relief was obtained by 
transplantation of the ureters. 


CasE 8.—A woman, aged forty-six years, first came to the clinic in November, 
1931, complaining of bladder trouble which had existed for six years. Frequent 
micturition, dysuria, and cramps in the lower part of the abdomen were the chief 
symptoms. General physical examination did not reveal any other abnormality. 

Cystoscopic examination revealed that the bladder had a capacity of only 50 c.c. 
and that the patient had a severe interstitial cystitis. The bladder was overdistended 
to a capacity of 250 c.c. There was bleeding from multiple areas of the bladder. The 
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patient returned to the clinic one year later for overdistention of the bladder. At 
this time the bladder was overdistended to a capacity of 300 ¢.c. with some bleeding. 
The patient again returned to the clinic in September, 1935, but her condition had 
not improved. The right ureter was transplanted to the sigmoid flexure on October 
1. The patient wished to go home for a few months before transplantation of the left 
ureter. The left ureter was transplanted on August 7, 1936. 


Case 9.—A woman, aged forty-three years, came to the clinic Sept. 21, 1929, 
complaining of bladder trouble, which had begun fifteen years previously. She 
complained of urinary frequency and nocturia, but there was no hematuria. She 
had had a great deal of treatment for her bladder; this had included fulguration, 
which at first had produced some relief. Micturition had occurred every ten to fifteen 
minutes during the night and sometimes had required hypodermics for relief. 
General physical examination did not reveal any abnormality. The value for the 
blood urea was normal; the Wassermann reaction on the blood was negative, and cul- 
tures from the right and left ureters did not disclose any evidence of infection. 
Cystoscopic examination revealed a chronic interstitial cystitis, Grade 3, which ap- 
parently involved most of the vesical wall and produced extreme irritability. The 
capacity of the bladder was only 100 ¢.c. On account of the greatly reduced capacity 
of the bladder, and because of failure of the condition to respond to frequent fulgura- 
tions, transplantation of the ureters was carried out. The right ureter was trans- 
planted on Sept. 30, 1929, and the left one was transplanted on October 10 of the 
same year. The patient has remained comfortable and free from vesical symptoms; 
she is able to retain urine in the bowel from three to five hours. 


CasE 10.—A woman, aged fifty-three years, registered at the clinic on April 23, 
1935, complaining of pain in the bladder, dysuria, and urinary frequency which had 
begun ten years previously and had gradually increased in severity. Eight years 
before she came to the clinic, the uterine cervix had been amputated and a perineor- 
rhaphy had been performed. The bladder also had been irrigated frequently and 
the right and left ureters had been drained repeatedly, without benefit. A few months 
after the operation a left salpingectomy, left oophorectomy and appendectomy had 
been performed, without benefit. Subsequently, several cystoscopic examinations and 
repeated drainage of the left kidney for a kinked ureter had been performed without 
improvement. A few months later, a small tumor had been removed from the urinary 
bladder; the last operation had been followed by an increase in the severity of all the 
vesical symptoms. For a few months before she came to the clinic she had been 
taking 3 to 4 gr. (0.2 to 0.24 gm.) of codeine hypodermically, each day, for relief 
of pain. 

Cystoscopic examination revealed that both kidneys and both ureters were normal, 
and that there was no evidence of stasis. There was interstitial cystitis which was 
confined largely to the dome of the bladder. The capacity of the bladder was re- 
duced to approximately 100 c.c. The right ureter was transplanted to the sigmoid 
flexure on April 30, 1935, and the left ureter was transplanted on May 24, 1935, 
without incident. The patient was dismissed from the hospital about six weeks later. 
Her general condition was excellent and she was able to retain urine in the bowel for 


about three hours. 


Case 11.—A woman, aged fifty-three years, first came to the clinic Sept. 4, 1935, 
complaining of suprapubic pain, loss of fifty pounds (22.7 kg.) in eleven months, 
loss of strength, dysuria, nocturia and urinary frequency, which had existed seven 
to eight years but had increased in intensity. She had undergone a myomectomy and 
perineal repair five or six years prior to her registration at the clinic but these pro- 
cedures had not produced any benefit. Cystoscopic examination, which had been per- 
formed a few months later, had revealed a Hunner’s ulcer of the bladder. This had 
been fulgurized every other week for three years. The ulcer also had been treated 
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with instillations of a brand of mild silver-protein (argyrol). The pain had persisted 
intermittently throughout the treatment but the patient never had passed any blood, 
Five years before she came to the clinic her bladder had been opened and the 
ulcerated portion had been excised, but this had failed to relieve the symptoms, 

General physical examination at the clinic did not reveal any abnormality, 
Cystoscopic examination revealed that the upper part of the urinary tract was normal. 
The capacity of the bladder had been reduced to 120 ¢.c. There were several linear 
portions of the vesical wall which contained dilated vessels that were suggestive of 
interstitial cystitis. The bladder could not be distended beyond a capacity of 350 ee, 
Because of the persistence of the symptoms and the reduction in the capacity of 
the bladder, the right ureter was transplanted to the sigmoid flexure on September 
11, 1935, and the left ureter was transplanted on Octboer 3. The patient has been seen 
recently, approximately one year after her last operation, and has been entirely re- 
lieved of her symptoms. 


CARCINOMA OF THE BLADDER 


This disease occurs much less frequently among women than among 

men, the ratio of women to men being about 1:5. With the present 
methods of treatment, effective as they are, it is not often that trans- 
plantation of the ureters to the pelvic portion of the colon and total 
cystectomy are advisable in the treatment of carcinoma of the bladder, 
With the present scheme of treatment there are two methods of ap- 
proach: the transurethral and the suprapubic. All pedunculate and 
small infiltrating lesions which have a low grade of malignancy can 
be satisfactorily treated by transurethral fulguration. With improve- 
ment in the technic some large lesions which have a low grade of 
malignancy and some small lesions which have a high grade of ma- 
lignaney may be safely treated by this method. It is usually true, 
however, that infiltrating lesions which are of large size and have a 
low grade of malignancy, and practically all lesions which have a high 
erade of malignancy are more adequately treated by the suprapubic 
approach. With this approach, one of several methods of treatment 
may be utilized, such as transvesical electrocoagulation, excision, seg- 
mental resection with or without reimplantation of the ureter and 
radium. 


Statistics at the clinie show that the average duration of symptoms 
in cases of carcinoma of the bladder before patients seek medical care 
is two years. Furthermore, it is shown that in 25 per cent of cases 
the lesions are totally inoperable at the time the patients are first 
examined, and that in this group of cases, treatment of any kind is 
not advisable. In some of these cases in which there are extensive 
lesions that are confined to the bladder, or in which there is extensive 
involvement of the urethra, trigon and ureteral orifices without ob- 
struction and infection of the upper portion of the urinary tract, the 
patients are perhaps more wisely treated by transplantation of the 
ureters to the pelvic portion of the colon and by total cystectomy. 
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CasE 12.—A woman, aged fifty-two years, who came to the clinic Sept. 10, 1935, 
had been in excellent health until April, 1985. At this time she had begun to notice 
moderate pain, urinary smarting and frequency; in July she had passed blood in 
her urine. Cystoscopic examination had revealed a tumor of the bladder. 

Cystoscopic examination revealed an ulcerative neoplasm which involved the right 
lateral wall and the base of the bladder, adjacent to the internal urethral sphincter, 
and which extended into the bladder from a position which corresponded to six to 
eleven on the dial of a clock. Biopsy showed that the tumor was a squamous cell 
epithelioma, Grade 4. On account of the position of the tumor and the degree of 
malignancy, bilateral transplantaton of the ureters and total cystectomy were per- 
formed. The right ureter was transplanted on September 19, and the left ureter 
was transplanted on October 18. Total cystectomy was performed on November 12. 
One large lymph node in the right broad ligament was involved. Convalescence was 
uneventful and when the patient was dismissed from the hospital one month later, 
all incisions were healed. The patient has remained entirely well to date. 


CasE 13.—A woman, aged forty-eight years, came to the clinic Aug. 3, 1929, be- 
cause of bladder trouble, which had been present for the past five years. Her chief 
symptoms were urinary burning and frequency, nocturia, and occasional hematuria. 
She had received a great deal of local treatment, such as irrigations, injections of a 
brand of mild silver-protein (argyrol), mercurochrome, and had been subjected to 
several eystoscopic examinations in the three or four years before she came to the 
clinic. 

The values for the blood pressure and blood urea were within normal limits. The 
Wassermann reaction on the blood was negative. The erythrocyte and leucocyte 
count, as well as estimations of hemoglobin, gave normal results but the urine con- 
tained pus and blood. Cystoscopic examination revealed an ulcerative cystitis and 
marked irritability of the bladder. While the patient was under anesthesia, the 
bladder was distended to a capacity of 300 ¢.c. Biopsy revealed a squamous cell 
epithelioma, Grade 3, on the anterior and left lateral walls of the bladder. The 
eystoscopic examination of the bladder revealed other minute malignant areas in the 
ulcerated mucosa. On account of the ulcerative cystitis, the scattered involvement 
which had a high degree of malignancy, and the markedly reduced capacity of the 
bladder, the right ureter was transplanted to the sigmoid flexure on August 16, and 
the left ureter was transplanted on September 10, and total cystectomy was per- 
formed on Oct. 11, 1929, without incident. The patient died of bronchopneumonia 
on the twelfth day following total cystectomy. 


COMMENT 


The issue which the surgeon must face in giving relief to patients 
in such eases is a critical one. Those patients who have complete 
incontinence of urine as a result of vesicovaginal fistulas not only 
isolate themselves from society on account of the constant odor of 
urine, but they become totally disabled from the constant irritation 
and ulceration of the vulva, perineum and vagina which result from 
the irritating urine. Those patients who have chronic interstitial 
cystitis suffer intensely for years from urinary frequency, dysuria and 
pain in the lower part of the abdomen. The condition is progressive 
and ultimately terminates in a contracted bladder whose function is 
practically destroyed. The fact that total cystectomy is advisable in 
certain eases of carcinoma of the bladder is sufficient evidence that 
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the only chance for the patients in these cases to survive is for the 
surgeon to eliminate the bladder and transplant the ureters to the 
pelvie portion of the colon. 

The question then is one of rehabilitation from an unendurable state 
to one of comfortable existence, with a minimal surgical risk. In 
order to do this, several factors must be considered, namely, the gen- 
eral physical condition of the patient, whether there is any obstruction 
or infection of the upper part of the urinary tract, the function of 
both kidneys, the presence or absence of pelvie cellulitis which involves 
the lower end of the ureters, previous surgical procedures on the pelvis 
which may have resulted in fixation of the pelvic portion of the colon, 
and the preparation of the patient for a colonic operation. 

Patients who have had total urinary incontinence for several years 
and who have previously been subjected to unsuccessful surgical pro- 
cedures for its correction are usually debilitated and discouraged. 
Most of these patients are anemic and have lost considerable weight, 
two factors which definitely increase the surgical risk. It is known 
that postoperative thrombosis and embolism are likely to develop in 
cases in which the value for the hemoglobin is low and the number of 
erythrocytes is decreased. The convalescence of those who have lost 
an appreciable amount of weight is definitely prolonged and they are 
less able to withstand postoperative respiratory or urinary infections 
than are those patients who have not lost weight. 

Fortunately, in cases of chronic interstitial cystitis, the infection 
usually remains confined to the bladder and rarely involves the upper 
portion of the urinary tract unless there are incrustations and fibrosis 
at the ureteral orifices which produce partial obstruction of either 
ureter. If the ureter is partially obstructed, ureterectasis, pyelectasis, 
thickening of the ureter, and infection rapidly supervene. Experience 
has shown that one assumes a great risk when one transplants a 
ureter of this type. This is adequately shown in Case 3, in which the 
patient succumbed to peritonitis and pneumonia. In such instances, 
if the ureters are known to be thickened and partially obstructed, I 
believe that it is wise to perform bilateral nephrostomy first and sev- 
eral weeks later, when the infection has subsided, the ureters can be 
transplanted with considerably less risk. This ureteral complication 
is most likely to be encountered in dealing with vesicovaginal fistulas 
which have occurred subsequent to the treatment of carcinoma of the 
uterine cervix with radium. Pelvic cellulitis frequently is an asso- 
ciated lesion in such instances. 

Patients who have carcinoma, especially carcinoma of the urinary 
bladder, are always considered poor surgical risks. Their tissues heal 
poorly and it is advisable, whenever possible, to operate on them early, 
that is, before the carcinoma involves one or both ureters or invades the 
perivesical fat. 
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The problem as to whether one ureter should be transplanted at a 
time or both ureters transplanted simultaneously is constantly dis- 
cussed. It is our experience at the clinic that in cases in which the 
patients are poor operative risks the risk is increased if both ureters 
are transplanted to the sigmoid flexure at the same operation. The 


Fig. 1.—Intravenous urogram, twenty-minute film, made two weeks after trans- 
plantation of right ureter to the sigmoid, June 22, 1934. Dilatation, Grade 2 to 3, 
of calices, pelvis and upper part of ureter. Left kidney and ureter normal. 


greatest risk follows transplantation of the ureter at the first opera- 
tion; if patients survive the first operation they usually survive the 
second one unless the other ureter is diseased. If the Mayo-Coffev 


technie is used the operation can be done without much trauma and 
ean be completed in thirty to forty minutes. It is frequently advisable 
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to postpone transplantation of the second ureter several months if the 
patient was previously in poor condition. Following transplantation 
of the first ureter, the symptoms usually are reduced 50 per cent and 
there usually is rapid improvement in the general condition of the 
patient. 


Fig. 2.—Intravenous urogram, twenty-minute film, made three weeks after trans- 
plantation of left ureter to the sigmoid, Aug. 6, 1934. Dilatation, Grade 2 to 3, 
of pelvis and calices. The right renal pelvis and calices have nearly returned to 
normal. 


The introduction of intravenous urography has been beneficial in 
the study of the excretory function of the kidneys before and after 


transplantation of the ureters. Pyelectasis and sometimes ureterectasis 
can be demonstrated definitely before surgical intervention. This 
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method has demonstrated that immediately following transplantation 
of the ureter there is a dilatation of both the ureter and the renal 
pelvis ; this dilatation lasts approximately two weeks and renal pelvis 
and ureter return to normal limits if the anastomosis is functioning 
as it should (Figs. 1 and 2). This is a very definite reason why the 


Fig. 3.—Intravenous urogram, sixty-minute film, made seventeen days following 
transplantation of right ureter to sigmoid, Nov. 12, 1935. Pelvis dilated Grade 2, 
calices dilated Grade 3, upper third of ureter dilated Grade 2. 


ureter should not be transplanted until an intravenous urogram has 
proved that the other ureter and kidney have returned to normal 
limits. Not infrequently, this return of function may be prolonged 
for several days or weeks because of edema or infection which oceurs 
at the time of anastomosis. Such a condition occurred in Case 8. The 
intravenous urogram revealed that the renal pelvis, calices, and ureter 


22 


246 AMERICAN JOURNAL OF OBSTETRICS AND GYNECOLOGY 


were still dilated, Grade 2 to 3, seventeen days postoperatively (Fig. 
3) whereas it is entirely normal after ten months in the five-minute 
film (Fig. 4). 

Cystectomy should be performed following successful transplanta- 
tion of the ureters in cases of carcinoma of the bladder, but it should 


Fig. 4.—Intravenous urogram (same case as Fig. 3) made ten months after 
transplantation of right ureter to sigmoid, Aug. 6, 1936. Pelvis and ureter normal. 
Good visualization in five minutes when normal function had returned. 


be deferred until both kidneys show evidence of a return of normal 
function, unless this interval of time endangers successful removal of 
the bladder because of invasion or extension of the malignancy. I 
have not found it necessary in any instance so far to perform a 
cystectomy in a woman who had interstitial cystitis or a vesicovaginal 
fistula. 
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The bladder should be irrigated once daily while the patient is in 
the hospital, and once a week for six weeks thereafter. The infection 
apparently subsides and causes no further trouble following diversion 


of the urine. 

The preparation of the colon and peritoneal cavity is, I feel, one of 
the most important steps in the insurance of a successful result in 
these cases. The preparation is identical with that used in dealing with 
lesions of the large intestine in cases in which resection is considered. 

All patients are hospitalized three to four days before operation. 
During this period an effort is made to cleanse the bowel as thoroughly 
as possible without increasing the debility of the patient. This usually 
can be accomplished satisfactorily by giving a diet high in carbohy- 
drates and by the use of mild saline catharties. 

In addition to preparation of the intestine, vaccine is administered 
intraperitoneally forty-eight to sixty hours prior to operation, as a 
preventive against peritonitis. In the past seven years at the clinic, 
Dixon and his colleagues on the colonic service have administered vae- 
cine intraperitoneally to 2,500 patients previous to the performance of 
some type of intestinal operation, and during this period the mortality 
from peritonitis following intestinal operations has decreased 66 per 
cent. On account of these good results, the same preoperative prepara- 
tion has been adopted for ureterosigmoidal anastomosis. 


SUMMARY 


Transplantation of the ureters of women to the sigmoid flexure is a 
sound surgical procedure for the treatment of huge vesicovaginal 
fistulas, chronic interstitial cystitis with secondary contraction of the 
bladder in cases in which the bladder has been rendered useless, and 
some carcinomas of the bladder. 

Thirteen illustrative cases have been briefly described. There were 
three deaths; one from peritonitis and bronchopneumonia, one from 
pulmonary embolism, and one from bronchopneumonia alone. In the 
one case in which the patient died of peritonitis and bronchopneu- 
monia, death followed transplantation of a badly diseased ureter after 
previous transplantation of the opposite ureter; peritonitis developed 
because there was an infection of the upper portion of the urinary 
tract. The operative risk is decreased when one ureter is transplanted 
at a time. 

Introduction of intravenous urography has been beneficial in the 
study of the excretory function of the kidneys before and after trans- 
plantation of the ureters. It also aids in determining the degree of 
pyelectasis and ureterectasis following transplantation, and the return 
of the renal pelvis and ureter to normal several weeks or months later. 
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The preparation of the patient for operation for ureterosigmoidal 
transplantation is just as essential as it is for other operations on the 
large bowel. 
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ABSTRACT OF DISCUSSION 


DR. W. W. BABCOCK, PHILADELPHIA, PA.—Dr. Counseller has had in 13 eases 
a hospital mortality from various causes of 23 per cent. Despite the early renal re- 
actions, in none of the surviving patients was there found evidence of serious late 
damage to the kidneys. Of course, I do not believe that Dr. Counseller will contend 
that none of these patients in later life will lose a kidney from ascending infection 
or that some will not die from this cause. However, by technical improvements in the 
operation the danger has been much reduced. 

The transplantation of the ureters from the exstrophic bladder to the rectum or 
sigmoid certainly warrants the risk incurred. The old operation of Maydl, now neg- 
lected, in which an island of bladder containing the ureters is turned over and im- 
planted in the underlying rectum, is a very good one, particularly as the ureteral 
sphincters are retained. The operation, which is not difficult, unfortunately is not 
feasible except in exstrophy. In those rare patients who require a cystectomy for 
eancer of the bladder, certainly the method described by Dr. Counseller is the one 
to be considered, as it also is in certain obstructions of the ureters where drainage 
into the urinary tract is not feasible. 

Dr. Counseller reports six ureteral transplantations for vesicovaginal fistula, and 
as two patients died after the operation, the mortality was 33 per cent. When we 
have a mortality of 33 per cent from operating upon a condition which of itself does 
not destroy life, we should of course look for a safer method of treatment. Doubt- 
less many of these patients would prefer to wear a ball or other occluding pessary 
or a urinal rather than take such a risk. In the vesicovaginal fistulas we often for- 
get that Marion Sims discovered that silver wire sutures were essential for successful 
closure. Fortunately we now have wire that is softer, stronger, even less irritating 
than the silver wire used by Sims. Annealed alloy steel wire ties well in an ordinary 
square or surgeon’s knot, may be procured as fine as a hair and when left in the 
bladder or ureter, apparently it does not become encrusted. 

Catgut should in my opinion never be used even as a ligature in these operations. 
The bladder wall must be thoroughly liberated, for even if very small the bladder 
after closure will gradually dilate under use. It is not necessary to turn the patient 
upon her face after the operation, nor to do a suprapubic drainage, nor to operate 
through the abdomen. “us far, I have seen no vesicovaginal fistula not due to 
malignant disease that cou.d not be closed by following the methods discovered by 
Sims, and, of course, the operation is practically without mortality. 


DR. COUNSELLER (closing).—If one considers the mortality of each separate 
group, it does show a very high percentage for vesicovaginal fistulas, but the 13 
cases should really be considered as a single group in which transplantation of the 
ureters has been performed. The two deaths in the vesicovaginal fistula division 
were attributable to pulmonary embolism in one case, and to pneumonia in the second. 
Pneumonia, of course, is a very serious hazard to patients who are greatly devitalized 
by the condition for which they seek treatment. 
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I am thoroughly familiar with the work of Marion Sims, but I do not believe that 
the silver wire can be utilized in the type of cases I am discussing here. These are 
eases in which the capacity of the bladder has been reduced very greatly, and in 
certain instances the vesical neck and urethra have been completely destroyed. 

In some eases the perineum has likewise been destroyed, and in these it is necessary 
first to reconstruct the anterior rectal wall, perineum, and sphincter. Later one 
ureter and then the other can be transplanted without much risk if there is no pelvic 
cellulitis or infection of the ureter. 

Dr. Babcock is quite right in stating that the use of excessive catgut in repair 
predisposes to fistula. Furthermore, it is correct that when it can be repaired 
from below, the bladder must be mobilized and good tissue obtained. This brings 
up again the point that in most of these cases the vaginal wall has been so destroyed 
that such tissue cannot be obtained to close over the bladder. 


FIBROMA OF THE OVARY WITH ASCITES AND 
HYDROTHORAX* 


WITH A Report oF SEVEN CASES 


Jor VINCENT M.D., AND JoHN W. Cass, M.D., Boston, Mass. 
(From the Surgical Department of the Massachusetts General Hospital) 


INTRODUCTION 


T HAS long been known that fibromas of the ovary are accompanied 

by fluid in the abdomen. In a review of the literature for the past 
twenty-five years but one case report of a patient with fluid in the chest 
as well as in the abdomen was uncovered. In a paper by Hoon of the 
Mayo Clinic two cases are mentioned, and in a review of all the ovarian 
tumors at the Massachusetts General Hospital three cases were found 
and mentioned in Tumors of the Female Pelvic Organs, by Meigs. It 
was the intention of one of the authors (Meigs) to report these three 
cases in detail, but another patient entered the hospital in 1934 under 
charge of one of us (Cass) and was operated upon by L. S. MeKittrick, 
making four; the courtesy of the Mayo Clinie in allowing the use of 
the complete protocols of their two eases, plus the case report by Leo, 
made a series of seven cases available and thus constituted a much more 
satisfactory endeavor. It is our belief that this group stands as the 
largest series reported to date in any literature at any time. 


HISTORY 


In nearly all textbooks of pathology and gynecology mention is made of the 
fact that ascites often accompanies fibromas of the ovary. Rarely is the exact per- 
centage given in any group of fibromas studied. However, in the Massachusetts 
General Hospital series of 29 cases, 4, or 13.7 per cent had accompanying ascites, 


*The authors wish to thank the MacmiJla1 Company for their courtesy in allowing 
them to use the illustrations taken from Meigs, Tumors of the Female Pelvic Organs, 
New York, 1934. 
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while in 3 of these 4 cases fluid was also present in the chest. Lynch states that in 
Petersen’s collected series of 84 cases ascites was present in 40 per cent. Hoon’s 
report shows that 25 per cent of 55 cases were accompanied by ascites and 2 of 
the 55 had chest fluid. It is rare, however, to find textbooks that mention fluid 
in the chest. Frank,* in reviewing Stoeckel’s Handbuch der Gynikologie, states 
that ‘‘in dealing with fibroma of the ovary, no mention of the occurrence and 
frequency of hydrothorax is given, although this is now a well-recognized syndrome 
in combination with ascites.*’’ It is our belief, however, that the occurrence is 
not well recognized and that general knowledge of the fact is almost everywhere 
lacking. 


SYMPTOMS 


The ages and marital states of the patients in this group are charted 
below. No young and no really old person is included among the pa- 
tients, and neither sterility nor fertility seemed to play a part (Table I). 


TABLE I 


CASE NO. CHILDREN 


1 (single) 42 0 
2 (married) 55 1 
3 (married ) 38 2 
4 (married) 36 1 
5 (married) 53 0 
6 64 ? 
7 (single) 52 0 


The predominating symptoms were those of interference with proper 
aeration. In all cases dyspnea, pain, and discomfort in the chest were 
present. Some of the patients had had chest taps done some time pre- 
vious to their admission, and in one patient (Case 5) pleurisy had been 
diagnosed five years before entry. The next most important symptom 
was ‘‘bloating’’; 4 of the 7 patients noticed an inerease in size of their 
abdomen with accompanying discomfort. Upset menstrual periods were 
not uncommon, and both amenorrhea and metrorrhagia were present in 
3 cases. 


PHYSICAL EXAMINATION 


Physical examination disclosed the presence of fluid in the chest in 
every case, and in the abdomen in 6. A mass was detected in the ab- 
domen or pelvis in 6. Two patients were definitely below par and 
undernourished, whereas 3 others were stated to be well developed and 
nourished, and 1 was apparently quite ill at the time of her examination. 
Fluid was found in the right chest in 5 instances, in the left in 1, and 
in both in 1. 


*NoTe.—Dr. Frank refers to an article in the Journal of the Mount Sinai Hospital, 
November-December, 1934, by U. J. Salmon. In this paper one case of fibroma of the 
ovary with ascites and hydrothorax is described. It seems to be the same type of 
lesion with the same findings as described in-our paper. Two other cases are re- 
ported; one a patient with a fibroid with fluid in the abdomen and chest, and one 
other with a fibroid with fluid in the abdomen. Salmon’s case is the second report 
that has been found in a search through the literature. 
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The history and physical examination brings out the fact that the 
fluid could be readily detected in the chest and abdomen and that an 
accompanying abdominal or pelvic mass was easy to make out. With a 
knowledge of the possibility of this entity being present it would seem 
that a diagnosis should have been arrived at without difficulty in most 


instances. 


LABORATORY FINDINGS 


The laboratory findings are not so complete as they should have been. 
The specific gravity of the fluid removed was accurately recorded in but 
few instances, but in two cases the chest fluid was reported as 1,016 and 
1,017. The abdominal fluid in one case was recorded as 1,017 and 
1,018. In the other cases the fluid was called typical of a transudate. 
Usually the specific gravity of chest fluid in a transudate is given as 
below 1,015 and that of an inflammatory exudate as over 1,018. It is 
rather difficult to place this fluid as typical of either, but as it was 
ealled definitely a transudate after laboratory study on two occasions, 
it is probably correct without further data to eall it that. The fluid 
removed from 3 patients was ‘‘pigged’’ and in all 3 instances was re- 
ported as negative for tuberculosis. In 2 cases skin tuberculin tests were 
done and 2 tests were reported as positive and 1 as negative. Twice the 
fluid was cultured and twice it was reported as negative for bacteria. 
The white blood count varied from 6,000 to 12,000, with no real evidence 
of a leucocytosis. In no instance was there an elevation of temperature 
above 99.8°, such as is characteristic of an inflammatory exudate in the 
chest. 

It may be reasonably concluded from the above data that the fluid 
caused very little systemic reaction, that it probably was of a transudate 
type rather than an exudate, and that it was not of a tubercular nature. 


TREATMENT BEFORE OPERATION 


The treatment before operation usually consisted of chest or abdominal 
paracentesis. It is interesting to observe how many times both chest 
and abdominal taps were done before it was decided to remove the ab- 
dominal tumor, the actual cause of the fluids. Case 1 was tapped four 
times and at the fourth paracentesis two tubes were placed in the chest 


TABLE II 


ABDOMEN 


CHEST 


CASE NO. 


Repeated 
Repeated 


1 4 1 
2 5 0 
3 7 4 
4 0 0 
5 3 1 
7 1 
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cavity; this changed the innocent transudation into a real empyema. 
Some patients were tapped before they arrived at the hospital, and in 
one it was necessary to tap the chest once after operation for removal 
of the fibroma. Table II shows the number of tappings, chest and 
abdominal, done upon each patient. 


OPERATION 


Operation consisted in all instanees of an exploratory operation with 
removal of a hard, solid, fibrous tumor of the ovary. In many instances 
the outcome was considered very dubious, the tumor at operation being 
thought a malignant one. A single ovary was involved in all cases, and 
in but one was the other ovary and the uterus removed. Fluid was 
present in all cases from large amounts to six to eight quarts. It was 
reported as straw-colored, yellow, green yellow, yellow brown, and clear. 
In four cases adhesions were encountered, but in only one were they 
severe. The size of the tumor varied, but in all instances it was consid- 
erable, from ‘‘large’’ to the size of a child’s head or 20 em. in diameter. 
In three instances the left ovary was involved and in two the right 
ovary; in the other two the side affected was not known. Table III 
gives a graphie picture of the operative findings. 


TABLE IIT 
CASE FLUID AMOUNT ADHESIONS SIZE POSITION 
1 Straw Considerable Yes 20 em. Ovary 
2 Clear 6-8 quarts Yes 14 em. Right ovary 
3 Yellow brown Several quarts Yes 20 em. Left ovary 
4 Marked Extreme Child’s head Ovary 
5 Straw Several liters Doubtful Grapefruit Right ovary 
6 Green yellow Large amount Doubtful Large Left ovary 
éf Yellowish Large amount Doubtful Large Left ovary 


There were no fatalities following the operation, and in only one was 
the convalescence mentioned as difficult. In one case (Case 6) it was 
necessary to tap the chest on the fifteenth postoperative day, but that 
tap cleared the chest of fluid permanently. 


PATHOLOGY 


All tumors were fibromas or fibromyomas of the diffuse type, nearly 
the whole ovary being involved. Such tumors are described as arising 
from the stroma, the corpus luteum, the corpus albicans, the theea in- 
terna or externa, the tunica, organized blood clots, and even from the 
walls of blood vessels. It is most probable, however, that such tumors 
arise from the connective tissue stroma of the ovary. In three instances 
the tumor was called a fibromyoma because of the presence of suspected 
muscle fibers. It has long been recognized that certain fibromas con- 
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tain a small amount of muscle tissue, and without differential staining 
(not done in these eases) it is very difficult to state whether the tumor 
is a fibroma or a myoma. From the description of the tumors as given 
in the pathologie reports, all were of the same type, i.e., large, smooth, 
and lobulated. 

The most common change in such tumors is degeneration, and the 
formation of cystic and necrotic areas in the tumor bulk. These areas 
are probably due to circulatory changes produced by poor blood supply 


Fig. 1.—Fibroma of the ovary showing the characteristic type of tough, white, 
fibrous tumor tissue. The cysts may be due to degeneration or to accompanying 
cystie change in the remaining ovarian tissue. 


or to the twisting and untwisting of the tumor on its pedicle with im- 
pairment of the blood supply. It does not seem possible that a tumor 
not eatirely infarcted or at least greatly necrotic, and with only small 
eystie areas and small areas of necrosis, could be responsible for the 
liters of fluid found in the abdomen. The histology of all tumors was 
quite typical; interlacing bundles of connective tissue with some areas 
suspected of being smooth muscle. Both cellular and noneellular types 


occurred. 
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Fig. 2.—Large fibroma of the ovary with marked areas of 


and cystic changes. 


infarction, necrosis, 
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Fig. 3.—Photomicrograph of a cellular fibroma of the ovary. This slide is typical 


of the histology of such tumors, 
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END-RESULTS 


The result in each case was excellent. No deaths followed the opera- 
tion, and in all instances, as far as followed up, no return of abdominal 
or chest fluid was noted. In Table IV is shown the length of follow-up 


in each patient. 


TABLE IV 
CASE ENTERED HOSPITAL OPERATION FOLLOW-UP 

it April 29, 1901 Sept. 20, 1901 Dec., 1902 

2 June 9, 1902 June 10, 1902 Oct. 25, 1913 (died) 
3 Oct. 9, 1908 Dec. 12, 1908 Nov. 11, 1935 

4 July 31, 1917 Aug. 16, 1917 Sept., 1921 

5 Nov. 20, 1920 Dee. 9, 1920 June, 1921 

6 March 25, 1926 July 25, 1926 Oct., 1926 

7 Aug. 5, 1934 Aug. 18, 1934 Dee., 1935 


In two eases the follow-up is not so long as it should be but in the 
other five a satisfactory end-result has been checked for from one year 


to twenty-seven. 
DISCUSSION 


The reason for the presence of fluid in the abdomen and chest in 
such eases is not clear. The ascites has been ascribed for many years 
to the irritation of the peritoneum by the hard tumor mass. It is pos- 
sible that such irritation might cause abdominal fluid, but it does not 
seem possible to explain fluid in the chest by such reasoning. Both 
fluids are part of the same process, for removal of the tumor of the 
ovary caused the chest fluid to disappear also. It might be imagined 
that fluid from the abdomen could get into the chest cavity by direct 
extension, but anatomically this does not appear to be possible. The 
chest cavities are hollow boxes, and if there were any communication 
with the area below the diaphragm there ought to be some difficulty 
with the normal process of respiration. If the tumor were malignant 
and had metastasized to the chest it would be easy to understand the 
presence of fluid, but no such pathology is present. Ascites can be 
caused by metastatic tumor with secreting areas in the tumor, such as 
is present in the papillary ecystadenoma of the ovary. It may be due 
to a general renal or cardiae failure. Inflammatory processes, such as 
peritonitis and especially tuberculous peritonitis, are often accom- 
panied by abdominal fluid. Portal obstruction is known to cause ascites 
in certain cirrhoses of the liver. But how to explain the presence of 
abdominal fluid by a freely movable tumor of the ovary is difficult 
enough without having to explain the presence of fluid in the chest and 
its cure by removal of such a tumor. The fluid is probably a transu- 
date, and thus it would seem to be due to some pressure or obstruction, 
but how a pelvie tumor could cause sufficient pressure to permit the 
accumulation of quarts of fluid is difficult to explain. Lack of drainage 
of the right chest by the azygos vein may play a part, but in one ease 
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the fluid was in the left chest, and in another in both. These facts ex. 
clude the possibility of an azygos obstruction at least being the only 
etiologic factor. From the histories of the patients, the chest fluid ap- 
pears to cause the first and most important symptoms. In some eases 
the abdominal fluid was not sufficient to cause any symptoms when the 
fluid in the chest was embarrassing the patient. If in some way an 
opening might be found in the chest cavity that would allow free com- 
munication with the abdomen, the hydrothorax would be explained, but 
it is doubtful if there is any such communication. After much discus- 
sion with surgeons and pathologists interested in thoracic disease, and 
with internists, it has been impossible to give any logical etiology that 
ean withstand all criticism. 


Below are presented in detail the case histories of the seven cases: 


CASE 1.—(Massachusetts General Hospital.) A forty-two-year-old single woman 
entered the hospital on April 29, 1901, complaining of pain in the right chest of 
one week’s duration. Pain had increased gradually and she had become short of 
breath. The catamenial history was negative until three years before, when she 
occasionally skipped a month. Her mother and father had died of consumption; 
the rest of her family history was negative. Her past history was negative. She 
had had no cough, dyspnea, or pain before the present illness. 

Physical examination showed a well-developed and nourished woman. The heart 
was negative. There was flatness over the right chest throughout with diminished 
voice sound and fremitus. Respiration was also much diminished. The left chest 
was negative. The abdomen showed a large, hard mass extending up to the um- 
bilicus. Several nodules like small fibroids could be felt over it. 

On April 30, 1901, 80 ounces of clear fluid were aspirated from the right chest. 
This made the patient much more comfortable, but physical signs showed that there 
was still considerable fluid present. On May 3, 1901, 62 ounces were withdrawn 
with much relief to the patient. (An inoculation from this chest fluid was made 
in a guinea pig. The animal was found dead on May 21 and an autopsy was 
performed which showed no evidence of tuberculosis.) The patient made an un- 
interrupted convalescence and was discharged much relieved on May 7, 1901. 

On May 28, 1901, the patient was readmitted, complaining of cough with con- 
siderable yellowish sputum without blood. For the past two weeks dyspnea had 
again steadily progressed, so that she was unable to lie on the left side and could 
walk only with difficulty. She had had no fever, night sweats, or loss of weight. 
There had been no chills, anorexia, nausea, or vomiting. ‘She had been unable 
to work for four weeks. 

Physical examination showed both lungs symmetrical with expansion of the left 
greater than the right. There was right chest flatness below the level of the spine 
of the scapular and second rib in front with dullness above these limits and tactile 
fremitus diminished above and absent below. Interspaces were slightly fuller over 
the right chest. Respiration was feeble and with diminished voice sounds, There 
was no egophony or increased whisper. No rales were heard with patient sitting 
up and there was no change with change of position. Heart impulse was palpable 
in the fifth space in the anterior axillary line and dullness corresponded 15 em. 
from the midsternum. The sounds were of good quality and there were no mur- 
murs. Pulses were equal and synchronous, of low tension, small volume, and regu- 
lar. The liver above was undetermined and ‘the lower limit was one finger below 
the costal margin by percussion but was not felt. The spleen was not felt. The 
abdomen was convex both ways, abruptly prominent, and slightly fuller in the right 
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lower quadrant. A hard mass could be felt rising from the pelvis to two fingers 
from the anterior superior spine on the right, thence to two fingers above the 
navel line and descending to the left; this mass was hard, nontender, nonfluctuant, 
apparently overlaid by intestines, and movable laterally and anteroposteriorly. The 
flanks were tympanitic. Vaginal examination showed that the introitus admitted 
two fingers with difficulty. The cervix was low, of normal size, conical, and 
pointed perpendicular to axis of the vagina. The same hard mass was felt in the 
left vault and the posterior culdesac. The body of the uterus could not be made 
out. Hemoglobin was 85 per cent and the white blood count 11,000. The urine 


was normal. 

On May 29 the patient was uncomfortable from dyspnea all night. The right 
chest was tapped and 6814 ounces of clear, straw-colored fluid were withdrawn with 
a specific gravity of 1016, slightly alkaline, and the albumin content was 3.2 per 
cent. A slight sediment contained mostly fibrin flakes with a few degenerated 
epithelial cells and leucocytes. No organisms were found. 

On June 1 the right chest was again tapped and 58 ounces were withdrawn. 
The fluid was clear and straw-colored with a specific gravity of 1017, slightly 
alkaline, albumin 3 per cent. 

On June 3 a surgical drainage of the pleurisy with effusion was done under 
cocaine anesthesia. An incision 2 inches long was made through the skin. A needle 
was introduced, followed by the escape of yellow fluid. A knife was passed in and 
an incision made through the intercostai muscles and pleura between the seventh 
and eighth ribs. Two small tubes were introduced and much fluid escaped (about 
48 ounces). 

On June 10 the patient spent a rather uncomfortable day. She was not drain- 
ing so much; the abdominal growth seemed increasing in size, and there was a 
question of ascitic fluid. She was losing ground a little. On June 12 she had 
considerable pain and was draining profusely. Her abdomen was tapped and the 
fluid injected into a guinea pig. 

On July 2 the patient had lost strength. Her feet were swollen. Her cavity 
was washed out every day and 4 ounces of foul pus were withdrawn. There was 
considerable distention of the abdomen. The abdomen was tapped again on July 
7 and over 6 pints of reddish fluid were withdrawn. On Aug. 13, 1901, the 
patient was discharged much relieved. 

On September 18 of the same year the patient reentered the hospital for opera- 
tion for an abdominal tumor, considered to be fibroid of the uterus. She had im- 
proved constantly and gained eight pounds in the two weeks previous to readmission. 

Under ether anesthesia an ovarian tumor was removed on September 20. A long 
median suprapubic incision was made and the peritoneum opened with immediate 
escape of considerable straw-colored fluid. A large whitish mass was at once 
found. After some manipulation with the breaking up of adhesions, a mass about 
the size of a child’s head, very solid and whitish in color, was removed. The pedicle, 
including the tube, was then tied off with stout silk, was clamped, and cut off. 
The appendix was examined and found to be somewhat enlarged and adherent and 
it was removed. The wound was closed with silk. On October 19 the patient was 
discharged well and in good condition. 

The pathologic report showed the ovary was an irregularly rounded tumor mass 
measuring 20 em. in greatest diameter and weighing 2440 gm. On section the 
surface was moist, with numerous small cystic cavities, and on one side a remnant 
of ovarian tissue could be made out. The outer surface was covered with thin, 
fibrous membrane in which were numerous thin-walled veins and some slight ad- 
hesions. The consistency was firm, almost cartilaginous, and at one place the sur- 
face was deeply fissured. The tube was normal. Microscopic examination showed 
the structure to be made up of interlacing masses of fibrous and muscular tissue, 
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in places quite cellular, in others less so. Throughout the growth were chinklike 
spaces which were evidently of vascular origin. A diagnosis of fibromyoma was 
made, 

In December, 1902, the patient wrote that she was in excellent health and had 
been married the previous September. 


CASE 2.—(Massachusetts General Hospital.) A fifty-five-year-old married woman, 
with one child, entered the hospital on June 9, 1902, stating that seven months 
previously she had felt something give way in the vagina when she was carrying 
a basket of clothes. A small mass appeared at the vulva, where it still remained, 
She had had slight bleeding from the vagina ever since. Five months previously 
she had had ‘‘pleurisy’’ with a slight cough and pain in the lower chest in front, 
not especially connected with respiration. She was in bed for three months and 
had never been strong since. She was tapped five times in the right back and 
2 to 4 quarts of fluid were removed. For the past two weeks her abdomen, which 
had always been prominent, had increased rapidly in size. She was constipated but 
her bowels moved well with physic. She had occasional vomiting without blood 
and considerable abdominal discomfort. The family history was negative. There 
were no neoplasms among her relatives. She had never been ill and had worked 
hard up to five months before admission. Three years before she had noticed a 
tumor moving from side to side in the lower abdomen; it moved itself and felt 
‘‘like a baby.’’ She had no pain or discomfort from this mass. 

Physical examination showed a well-developed and poorly nourished woman, with 
fairly good color. She had a small, rapid pulse of low tension. The heart was 
negative. Respirations were slightly harsh all over with an occasional rale, especially 
in the right base. There was dullness in the right axilla and right back below 
the angle of the scapula with practically no respiration or voice sounds. Liver 
dullness began at the fifth rib in front. The abdomen was greatly distended, with 
shifting dullness in flanks and tympany in the upper portion of the abdomen. 
There was a marked percussion wave. Nothing was palpable through the distended 
abdominal wall. There was slight dilatation of superficial veins. No edema of legs 
or face was noted. Pelvic examination showed a polyp, the size of an English 
walnut, presenting at the vulva with a narrow pedicle springing from the posterior 
wall of the interior of the cervix. Bimanual examination was unsatisfactory; the 
uterus appeared to be in good position and not enlarged. The culdesacs were full 
of fluid. There was slight tenderness in the left culdesac. 

At operation on June 10, under ether anesthesia, an incision was made in the 
median line below the umbilicus. The peritoneum was opened and 6 to 8 quarts of 
yellow clear fluid escaped. A mass in the right side was brought into the wound 
and found to be an ovary the size of a coconut. A few adhesions were separated. 
The ovary and part of the tube were removed. Manual examination of other organs 
showed them to be apparently normal. On June 26 the patient was discharged well. 

The pathologie report showed an irregular lobulated mass covered in most parts 
by peritoneum. Weight 1 kilogram, 14 em. in diameter. Adherent to one side 
was the fallopian tube, 6 em. long and normal. In one place the omentum, which 
contained many large vessels, was adherent. On section there were masses of gray- 
ish tissue separated by bands of edematous connective tissue. A diagnosis of 
edematous fibromyoma was made. 

The patient died on Oct. 25, 1913, eleven years postoperatively. The cause of 
death was given as senility and ventral hernia. 


CAsE 3.—(Massachusetts General Hospital.) A  thirty-eight-year-old married 
woman with two children entered the hospital on Oct. 9, 1908, complaining of not 
having felt well for the past year. She had had some pain in her shoulders and 
back. Seven months previously she consulted a physician because of pain in the 
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left side, which felt sharp and knifelike and prevented sleep. A left pleural 
effusion was found, the chest was tapped, and two quarts of fluid were obtained. 
She had been at rest, had been out of doors, and had had an extra diet with im- 
provement, but the fluid returned very rapidly. About four weeks prior to her ad- 
mission she had noticed the abdomen increasing in size; this continued up to the 
time of admission. She had had some dyspnea on exertion for a good many vears, 
but it had been worse since the fluid in the chest appeared and very bad since the 
fluid in the abdomen had been noticed. She could not lie down flat but could get 
up the stairs. She had not remained in bed at any time. For two days previous 
to her admission her feet and legs had been swollen. Her appetite was good. 
She had occasional vomiting after coughing. Bowels were loose. She had no 
urinary disturbance. A note from her local physician stated that her urine was 
normal, Three examinations of the sputum had been negative for tubercle bacilli. 

The patient’s mother had died suddenly and had had a cough for a long time. 
There was no history of familial disease. Her periods began at fourteen and were 
regular and painful. She had had a cough since she was a girl, with a little yellow 
sputum and no blood. There had been no recent increase. Twelve months pre- 
viously a doctor had found a uterine fibroid, and for two to three years previously 
she had felt something wrong in the region of the uterus. She had had no treat- 
ment. ‘There had been no ascites. 

Physical examination showed a well-developed and nourished woman with skin 
and mucous membranes of good color. She breathed easily in half-reeumbent posi- 
tion or bed rest. No cervical, axillary, or inguinal glands were felt. On examina- 
tion of the heart apex impulse was not seen or felt, but pulsation was felt best to 
the right of the sternum. The left border of dullness was not determined. The 
right border of dullness in the fourth interspace was 6.5 em. to the right of the 
midsternum. Sounds were best heard to the right of the sternum. They were 
regular and of good quality. There were no murmurs. Pulses were synchronous, 
equal, regular, and of fair volume and tension. The left chest was flat throughout 
and breathing was distant bronchial. Whispered voice was increased throughout. 
The spoken voice was distant and at the base behind close to the spine there was 
egophony. Tactile fremitus was absent. There was dullness of the paravertebral 
triangle on the right; base of 6 em., altitude of 5 em. There was flatness below 
the fifth rib in the mammary line on the right. The line of flatness extended 
around the chest in a horizontal line to 2.5 em. below the lower angle of the scapula 
in the back. Breathing throughout the right chest was normal. The abdomen was 
very prominent, the greatest girth being midway between the umbilicus and pubes 
and measuring 110 em. The umbilicus was flush. The abdomen was tense but not 
rigid. No masses could be felt. No tenderness or shifting dullness was noted. A 
fluid wave was obtained. Liver dullness began at the fifth rib, the lower border 
not being determined. The edge was not felt. Splenic dullness was not determined 
and the edge was not felt. There was slight soft edema of the feet and ankles. 

On October 10 the patient’s abdomen was tapped, 18 pints of clear yellow 
fluid being obtained, and the end of the trocar came against a solid tumor which 
somewhat interfered with the flow. 

Report of the ascitie fluid showed nine quarts of clear straw-colored fluid, 
alkaline, specific gravity 1018, albumin 2.4 per cent. A culture was taken and a 
guinea pig injected. Smears showed a predominance of lymphocytes. Some of 
the fluid was injected into a guinea pig; the animal was killed on Nov. 14, 1908 
and autopsy showed no tuberculosis. On October 19 skin tuberculin was negative 
after forty-eight hours. The patient complained of abdominal pain radiating to 
the right chest, nausea, and frequent vomiting. She had no fever and there was no 


change in physical signs. 
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The fluid in the abdomen increased while the fluid in the chest seemed to be less, 
On October 25 the patient’s abdomen was again tapped low down in the right flank 
and 14 pints and 9 ounces of a clear yellow fluid were obtained. Girth before 
tapping measured 100 cm. and after tapping 83 cm. Report of the ascitic fluid 
showed slightly cloudy straw-colored fluid without clot. Reaction was alkaline, 
Specific gravity was 1017, albumin 2 per cent. Smear showed excess of lymphocytes, 
Differential count showed lymphocytes 65 per cent, endothelial cells 34 per cent, 
neutrophiles 1 per cent. Bacteriologic report: one colony of Staphylococcus albus 
(considered a contamination). 

On Ociober 29 the left chest was tapped; it was thought best to remove only 
8 ounces because the fluid had been in the chest so long. Small amounts were to be 
taken out at intervals so as to encourage expansion of the lung. Report of the 
chest fluid: pale yellow, straw-colored without clot, specific gravity 1017, albumin 
1.7 per cent. Smear of sediment showed a predominance of lymphocytes. Lym- 
phocytes 55 per cent, endothelial cells 44 per cent, polymorphonuclear cells 1 per 
cent. 

On November 3, 8 ounces of fluid were removed from the left chest; there seemed 
to be no return of fluid after the last tapping. Breathing was easier. Skin 
tuberculin reaction on November 6 was strongly positive. On November 7 the 
left chest was again tapped and about 8 ounces of fluid were removed. Immediately 
afterward the abdomen was tapped in the right flank and 15 pints of fluid were 
removed. The girth of the abdomen after tapping was 88.5 cm. 

On November 10 there was distinct gain over the fluid in the chest. There was 
resonance to the third rib in front and midscapula behind. Breathing over this 
area was as good as on the sound side. There was a right border of cardiac 
dullness 4 em. to the right of the median line. 

The left chest was tapped on November 12 and 8 to 10 ounces of fluid were 
removed. Ascites increased and was associated with edema of legs. Chest signs 
remained unchanged. The patient was started on catharsis and diuresis on Novem- 
ber 20 to see if ascites would diminish. The girth of the abdomen was 108 em. The 
abdomen was tapped on November 21 and 18 pints were obtained. On November 
28 the girth of the abdomen had increased to 103.5 em. and the patient had gained 
4 pounds in weight in twenty-four hours. Vaginal examination at this time showed 
a mass filling the pelvis, crowding the cervix behind the pubes, continuous with the 
suprapubic tumor. The mass was very hard, irregular, nonelastic and in the median 
line. Operation was advised to relieve a suspected tuberculous condition of the 
peritoneum and for diagnosis of the uterine tumor. 

On December 5 there was so much discomfort caused from the full abdomen that 
it was tapped and 260 ounces of fluid were obtained, similar in character to the 
previous fluids. On December § the left chest was tapped and nearly 2 quarts of 
fluid were obtained. It was hoped that this would give the lung a better chance 
to expand. 

Operation was performed on December 12, A two-inch median incision was made. 
The peritoneum was opened with a spurt of a thin yellowish brown fluid, several 
quarts in amount. A solid ovarian tumor was then delivered with some difficulty. 
The pedicle was clamped and cut and the tumor removed. Gauzes were packed into 
the pelvis. The pedicle arising from the left broad ligament was tied off with silk 
and the ovary of that side removed. Several bleeding points due to ruptured ad- 
hesions were caught and tied. The abdomen was explored and nothing else 
abnormal was found. 

The pathologic report showed a solid tumor occupying the region of the ovary, 
measuring about 20 cm. in diameter, flattened, and upon section having a white 
fibrous surface with some areas slightly hemorrhagic in character. Microscopic 
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examination showed a growth of fibrous tissue with rather numerous and large 
cells traversed by vessels having a wall slightly differentiated from the surrounding 
tissue. A diagnosis of fibroma was made. 

Following operation the patient continued to improve, but on December 31 she 
complained of sharp pain, on inspiration or cough, in the right axilla. She was 
transferred to the Medical Service for further observation and treatment. Examina- 
tion of the heart showed apex impulse not seen but felt faintly in fifth space 8% 
em. to the left of the midsternum 2 em. inside the nipple line. Sounds were regular 
and of good quality. No murmurs were heard. The pulmonic second sound was 
greater than the aortic and not accentuated. The pulses were synchronous, equal, 
regular, and of fair volume and tension. The abdomen was slightly rounded, soft, 
and tympanitic throughout. There were no masses or tenderness. The liver was 
at the sixth rib to the costal border; the edge was not felt. The splenic edge 
was not felt. There was no edema. 

On Jan. 5, 1909, friction rub and pain in the side were still present, but aside 
from this the patient felt better and was up and about the ward all day. Potassium 
iodide was given, 10 gr. three times a day. She coughed a good deal for twenty- 
four hours. 

On January 9 there was no fluid in the chest. There was a little dullness at the 
extreme left base behind, but normal breathing was heard at the base. There was 
a coarse friction all over the left back below scapula and in axilla. The lungs 
were 9therwise normal. She felt very well. There was no pain in her side. The 
patient was discharged on January 9. 

On Nov. 11, 1935, a letter was received from the patient stating that she was 
in good health and very active. Thirteen and a half years previously (thirteen and 
a half years postoperatively) she had had to undergo an operation for adhesions 
of intestines and removal of the appendix and several small tumors. <A letter from 
the surgeon who performed the operation stated that the patient entered the hospital 
complaining of spotting of blood of two weeks’ duration. Preoperative examina- 
tion showed adhesions about the uterus and a soft, tender mass in the left adnexal 
region. A preliminary dilatation and curettage was done, with negative findings. 
On opening the abdomen dense adhesions were encountered; many loops of the 
ileum were adhered to each other and to 2 mass in the pelvis. The uterus was com- 
pletely buried in adhesions. The left ovary was buried in a mass of adhesions and 
consisted of numerous follicle cysts and fibrous tissue; it was dissected out, and 
together with the uterus (which was very slightly enlarged) was removed. The 
appendix was also buried in adhesions; this was dissected out and removed. 
Kidneys, liver, gallbladder, and upper abdomen were all palpated negatively. The 
specimens were examined grossly, but no sign of any malignancy was noted, and 
they were not sent to the laboratory. The patient made an uneventful recovery. 


Case 4.—(Mayo Clinic.) A thirty-six-year-old married woman with one child 
entered the hospital on July 31, 1917, complaining of a prolapsing uterus and 
‘‘bloating’’ of the abdomen. After the birth of her child, three years prior to her 
admission to the Clinic, the patient had been confined to bed for three weeks, 
menstruated considerably at the time, and for two or three weeks had felt a 
dragging sensation continually. After about one year she had noticed the protrud- 
ing of the uterus, which gradually came down further until it protruded four or five 
inches. At the same time she had noticed bloating of the abdomen, which was 
diminished but not entirely reduced after urination, and this complaint had been 
more marked during the last six months. The patient’s appetite was poor. She 
was constipated at times and passed a yellow, mucuslike material with the fecal 
matter. There had been a foul discharge for five months. During the spring 
previous to her entry she had experienced sweats and chills, with some coughing 
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and expectoration. She had steadily lost weight and strength, but there was no 
coughing or expectoration at the time of her admission. During the last month ghe 
had noticed some bloody discharge from the womb, between menstrual periods, 

The family history contained no evidence of cancer or tuberculosis. The patient’s 
first menstrual period, at the age of twelve, had been very painful and since then 
the periods had been regular. The patient had had a child at the age of thirty-two, 
at which time labor had been very difficult. Forceps had been used and there was 
a bad tear from labor. The patient had been sick, vomited, had backache, and was 
generally weak all during pregnancy. She had had bronchitis after an attack of 
measles at the age of eighteen, whooping cough, influenza at the age of thirty-two, 
tonsillitis, questionable pleurisy, and questionable gonorrhea. 

Physical examination revealed a systolic blood pressure of 106 and a diastolic 
pressure of 96. Examination of the cliest revealed dullness and decrease in fremitus, 
more marked on the left side. The postcervical axillary glands were slightly en- 
larged. The heart dropped a beat every six to twenty beats. The abdomen was 
distended with fluid, and there was tenderness and bulging over the flanks and a 
central tympany in a supine position, with a fluid wave. There were large masses 
attached to and movable with the uterus. The cervix was soft, dilated, with dullness 
over the lower lobes, especially the left; menstrual discharge was present. A 
catheterized specimen of the urine revealed an occasional red blood cell. Hemoglo- 
bin was 71 per cent, and leucocytes numbered 8500. X-ray examination of the 
chest revealed bilateral fluid extending as far as the seventh rib posteriorly. 

In view of the latter finding, aspiration of the chest was carried out on August 
4 following which the diagnosis of malignancy was questionable. X-ray examina- 
tion after the aspiration showed some improvement in the chest condition. 

On August 16 exploration was performed. A large tumor, the size of a child’s 
head, was found, which had the clinical appearance of malignancy, but which the 
pathologist reported to be benign. There was marked ascites. The ovarian tumor 
was very adherent, was impacted in the pelvis, and was difficult to remove. The 
sigmoid flexure was short. The appendix was abnormal and was not disturbed. 
No gallstones could be felt. A subtotal abdominal hysterectomy with bilateral 
oophorectomy and salpingectomy was done. 

The final pathologic report showed metritis, chronic salpingitis, and degenerating 
fibroma of the right ovary. 

The patient ’s convalescence was uneventful and she left the hospital on August 
30. 

She returned to the Clinic again in August, 1921, at which time she stated that 
she had been well since her operation; her appetite was good, and she had gained 
fifty pounds in weight. She was again seen in September, 1921, at which time the 
general examination was essentially negative and the patient did not wish to have 
a more complete examination. 


CASE 5.—(Mayo Clinic.) <A fifty-three-year-old married woman entered the hos- 
pital on Nov. 26, 1920, complaining of bloating of the abdomen and some pain 
between the scapulae. Three years prior to the patient’s admission she fell down 
twenty-two steps, after which the menstrual periods stopped completely and at that 
time she began to experience pain in the lower abdomen, which was more severe 
when she attempted to walk. Associated with this pain was considerable bloating, 
which was very severe at times. Steam-cabinet baths and abdominal massage gave 
considerable relief. Following an attack of pleurisy in 1915, there had been some 
substernal pain and moderate discomfort in the interscapular region. There was 
no evidence of an acid-fast infection, with the exception of occasional night sweats. 
The gastrointestinal history was essentially negative, and it was noted that there 
had been some dyspnea on exertion and occasional nocturia. Three years previous 
to the patient’s entry she had been hospitalized elsewhere and had had 40 ounces of 


sé‘ 


MEIGS-CASS: FIBROMA OF OVARY 263 


fluid removed from the chest, and seven weeks later 60 ounces of fluid were removed. 
The patient had been very dyspneic before her first hospital care and was only 
relieved by tapping of the chest. Upon entry she still complained of dyspnea and 
fluid was present in the chest, with moderate abdominal ascites. 

The patient’s father had died of arteriosclerosis; in other respects the family 
history was essentially negative. She had been married for twenty-two years but 
had never been pregnant. Menstrual periods had been normal until three years 
prior to her admission, at which time they had ceased completely. She had had 
diphtheria several years previously, influenza in 1898, and pleurisy in 1915. 

Physical examination revealed a systolic blood pressure of 108 and a diastolic 
pressure of 80. An area of dullness to flatness was noted in the lower right chest; 
no breath sounds were noted; there was an absence of tactile fremitus; whispered 
pectoriloquy was observed and increased vocal fremitus, amounting to bronchophony. 
The left border of the heart was found to be just within the anterior axillary line, 
in all probability displaced and only slightly hypertrophic. The abdomen was dome- 
shaped, with signs of the presence of considerable fluid. 

Urinalysis was essentially negative. Hemoglobin was 73 per cent; red blood 
eells numbered 4,600,000 and leucocytes 6000. X-ray examination of the chest 
showed fluid in the right chest to the level of the second rib. 

A paracentesis was done on Nov. 30, 1920, and 61% liters of clear, straw-colored 
fluid were produced. On Dec. 1, 1920, about 1600 ¢.c. of clear, straw-colored fluid 
were aspirated from the right chest and bacteriologic studies revealed no bacteria 
and no growth of organisms. 

Abdominal exploration was carried out on Dec. 9, 1920. A midline incision was 
made and several liters of straw-colored fluid were evacuated. A large, nodular, 
and friable tumor (about the size of a large grapefruit) of the right ovary was 
attached by a rather small pedicle, which was clamped off; the tumor was then re- 
moved. The left ovary was about the size of a buckshot and was not disturbed. 
The uterus was normal in size and position, There was apparently no metastasis 
to the peritoneum, and the liver contained no metastases. 

The pathologic report on the tissue removed showed an edematous degenerating 
fibromyoma, with the remaining ovarian tissue flattened out over the fibromyoma. 

The patient’s convalescence was essentially without incident, and she was dis- 
charged on Jan. 14, 1921. ; 

Five months later (June 21) the patient returned to the Clinic. She had gained 
20 pounds in weight, and her general health was excellent. Abdominal and bimanual 
pelvic examination failed to reveal any trace of recurrence of the tumor. 


Case 6.—(Leo’s case.) A sixty-four-year-old woman was admitted to the 
hospital on March 25, 1926, compiaining of dyspnea, cough, and pain in the right 
chest of several months’ duration. 

Physical examination revealed poor general condition and the signs of a large 
pleural effusion in the right side of the chest, with a mass, the size of an adult’s 
head, in the lower part of the abdomen. 

Repeated chest taps were necessary to keep the patient comfortable, 1000 c.c. 
of fluid being removed every three or four days. The fluid had the characteristics 
of a transudate and no definite diagnosis could be made by study of it. Tuberculin 
skin test was positive. Echinococcus skin test was negative. Shortly after ad- 
mission ascites developed and became quite severe. The patient ran a slightly 
elevated temperature. 

Because of the downhill course of the patient and because of the apparent 
hopelessness of the situation, operation was performed on July 25. The abdomen 
was opened and a large amount of greenish yellow fluid escaped, and a large mass 
was found occupying the region of the left ovary. The uterus, the right ovary, 
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and the rest of the abdominal organs were normal, although no specific mention 
of the liver was made. The mass, which proved to be a benign tumor of the ovary, 
was removed. 

After a stormy postoperative period the patient finally recovered and was dis. 
charged on the twentieth day after operation. There had been no return of the 
fluid except for the withdrawal of 300 c.c. of fiuid from the right chest on the 
fifteenth day after operation. No further chest taps were required. 

On check-up two months after discharge, the patient’s general condition was 
excellent, and there was no evidence of fluid in the chest or abdomen, 


CASE 7.—(Massachusetts General Hospital.) A fifty-two-year-old single woman 
entered the hospital on Aug. 4, 1934, with the complaint of changes in bowel habits 
and dyspnea on exertion of three months’ duration. She had begun to have loose 
watery stools containing mucus, three or four times a day. Shortly after the 
onset of the bowel discomfort she had noticed dyspnea on exertion. This dyspnea 
had become more marked and on May 10, 1934, she had been examitied and found 
to have fluid in the right chest. Considerable fluid was withdrawn with marked 
relief of dyspnea. Subsequent taps at ten- to fourteen-day intervals were necessary 
to keep her comfortable. About two months prior to admission she had noticed 
an increase in the-.size of her abdomen; frequent injections of salyrgan were given 
with some decrease in the size of the abdomen. There was marked decrease in her 
general strength and vitality, and it was necessary for her to live an invalid’s 
routine. Her past and family history were negative. 

Physical examination revealed that the patient was quite ill with signs of a large 
pleural effusion on the right and a large amount of fluid in the abdomen. Blood 
pressure was 120/76. The heart was normal. There was no edema of the extremi- 
ties. There was no enlargement of any of the peripheral glands. The liver edge 
was felt, in spite of the large amount of abdominal fluid nearly down to the 
umbilicus. Pelvic examination revealed a hard orange-sized mass in the left vault. 

Routine urine examination was negative other than for the slightest possible trace 
of albumin and occasional white blood cells in the sediment. Complete blood 
examination revealed a fairly marked secondary anemia with hemoglobin of 65 per 
cent. Red blood count 3,100,000, white blood count 12,000. The differential count 
was normal other than for 73 per cent polynuclears. The red and white cells were 
normal other than for achromia of the red cells. Repeated sputum examina- 
tions were negative. Repeated stool examinations were negative. Nonprotein 
nitrogen was 39 mg. Serum protein was 7.1 per cent. Blood chlorides were normal. 
Hinton test was negative. Liver function test was normal. X-ray examination of 
the chest revealed no abnormalities other than the large amount of fluid in the right 
chest. Gastrointestinal series and barium enema were negative. X-ray examination 
of the bones was negative. 

Two days after admission 2,300 ¢.c. of fluid were removed from the right chest 
with a replacement of 1,500 cc. of air. The fluid was a typical transudate. 
Examination failed to reveal the presence of any tumor cells or tuberculous organ- 
isms. Guinea pig inoculation was likewise negative. Routine culture of fluid 
was negative. Abdominal tap revealed an identical fluid. 

An exploratory laparotomy and left salpingo-oophorectomy were performed on 
August 18. The peritoneum was normal. The liver was markedly enlarged. The 
right lobe came down to the level of the umbilicus, but the liver was perfectly 
normal in appearance and to palpation. A large amount of yelluwish fluid was 
removed. The spleen was normal. The stomach and intestinal tract were normal, 
as were the kidneys. There was a small gallstone in the gallbladder, and the pan- 
creas was normal. There was a large solid tumor filling the pelvis. This tumor, 
which included the left ovary, was removed. The uterus and right ovary were 
normal. 
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The pathologie report showed a very large, solid, firm mass 15 by 7.5 by 7 em. 
Its cut surface was of a mottled yellow and white color with streaks of white cross- 
ing it in every direction. There were one or two areas which appeared finely 
granular. A diagnosis of fibroma was made. 

The patient made a particularly smooth convalescence and was discharged three 
weeks after operation. Six months after discharge there was no evidence of chest 
or abdominal fluid by examination and fluoroscopy. The liver was still enlarged, 
the lower border being felt about halfway to the umbilicus. 

A letter was received from the patient in April, 1935, stating that a fluoroscope 
showed a normal condition and that her physician had said that the right side and 
chest looked better than the left, if anything. She was again heard from in 
December, 1935, and stated that she was feeling perfectly well. 


SUMMARY 


' There have been described in this paper seven eases of ascites and 
hydrothorax dtie to the presence of a tumor of the ovary of a nonsecre- 
tory type. The importance of such a lesion in medical and surgical 
problems seems very great, for unexplained pleurisy with effusion and 
unexplained ascites are problems that occasionally confront our in- 
ternists. They must be made aware of the possibility of a simple tumor 
being responsible for such conditions. The surgeon who found ascites 
and hydrothorax in a patient with a tumor of the abdomen or pelvis 
might reasonably feel that a malignant lesion was responsible. It is 
essential therefore that this entity be known to him, for what could be 
more satisfactory than to cure such a condition by the simple removal 
of a benign tumor? Many of us have seen ascites suspected as being of 
malignant origin cured by the removal of a fibroma, when exploration 
seemed justifiable because the tumor was movable, but who of us would 
be daring enough to advise removal of a pelvic tumor accompanied by 
ascites and fluid in the chest? It is evident that such a patient would 
be doomed as inoperable, unless it were remembered that this particular 
entity might be due to a fibroma of the ovary. We feel that such a 
group of cases should make an impression upon many physicians and 
surgeons. It is hoped that by their making use of the knowledge some 
women will escape inevitable invalidism. 


CONCLUSIONS 
1. Seven cases of fibroma of the ovary associated with ascites and 


hydrothorax are reported. 
2. Four cases are from the Surgical and Medical Services of the 


Massachusetts General Hospital, two are reported in full for the first 
time from the Mayo Clinic, and one is taken from a paper by Leo in the 
Italian literature. 

3. No adequate explanation is given to explain the phenomenon. 

4. The importance of the entity to the medical man and to the sur- 
geon is obvious. 

5. The curability of certain seemingly hopeless conditions is em- 
phasized. 
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ABSTRACT OF DISCUSSION 


DR. EDGAR A. VANDER VEER, ALBANny, N. Y.—I have reviewed the his- 
tories of Dr. Albert Vander Veer and myself for the past forty years but could 
find no notes on the charts of any condition such as described in this paper. There 
were a few cases of fibroma of the ovary with ascites but no note was made of 
any pleuritic effusion. Nowadays we see and operate upon these cases so early 
that we seldom find ascites and so our attention is more likely to be called to it, 
and especially if fluid in the chest should accompany it. I do not doubt but that 
many more of these cases have occurred than Dr. Meigs has reported but that 
they have gone undiagnosed. 


This paper is of as much importance to the internist as it is to the abdominal 
surgeon for now he can find a cause for some of these cases of so-called idiopathic 
pleurisy which before had escaped a reasonable explanation. 


A point to be learned from Dr. Meigs’ paper is the value of an exploratory 
operation. Some of his cases were thought to be inoperable carcinoma of the pelvis 
with metastases to the lung, and if they had not had the exploratory operation 
would have gone on to hopeless invalidism and death. Only in the most hopeless 
eases should we refuse to make an exploratory incision, for we can never be abso- 
lutely certain what pathologie condition we will find within the abdomen. 


DR. W. T. DANNREUTHER, New York, N. Y.—I can add another case to 
Dr. Meigs’ series of seven. The patient was a woman of thirty-six years who 
was being treated for what her family physician regarded as a normal pregnancy, 
since he had watched an abdominal tumor develop with a corresponding amenorrhea. 
Two weeks before I saw her the accumulation of fluid in the right side of the 
chest was recognized. An internist had been in attendance and had been removing 
from 300 to 500 ¢.c. of fluid each day. I made a diagnosis of ovarian malignancy, 
assuming that the accumulation of fluid in the chest was due to metastasis, al- 
though the internist attributed it to a tuberculous pleurisy. A guinea pig had been 
injected but sufficient time had not elapsed to determine whether or not the pig 
had developed a tuberculous peritonitis. 


The patient was a poor operative risk and about 600 c.c. of fluid had been evacu- 
ated from the chest in the morning, a little being left behind. The tumor was how- 
ever removed without difficulty. There was no fluid in the abdominal cavity. The 
tissue grossly presented the appearance of an adenocarcinoma, but it was found to 
be benign. Despite the accumulation of some fiuid during the convalescence, it was 
thought unwise to repeat the paracentesis. The fluid was finally absorbed com- 
pletely, as demonstrated by the x-ray, and the patient made a complete recovery. 


DR. ARTHUR T. JONES, Provipence, R. I.—In reviewing my records before 
this meeting I found 6 cases of solid tumor of the ovary that I had operated upon. 
Only one was a true fibroma, the other five being sarcoma of the ovary. Among 5 
cases of sarcoma there were 4 with ascites. In one case of sarcoma and in the 
single case of fibroma it was not noted whether there was fluid in the abdomen or 
not. In none of these cases, however, did I note fluid in the chest, but I believe 
that in the past we may have overlooked it. 
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One of the cases of sarcoma disturbed me very much, and I thought that with 
this diagnosis the woman had but a short time to live. An older gynecologist to 
whom I reported the case said, ‘‘She will live a long time. Sarcoma of the ovary 
cases have a very good prognosis.’’ Much to my surprise, that patient lived and 
is still, twenty-three years later, in good health. All of the other patients wi h 
sarcoma also did very well with the exception of one, a young woman with an 
enormous sarcoma of both ovaries, who died within a year. Sarcoma of the ovary 
with fluid appears in the majority of the cases to be very similar to the fibroma 
which Dr. Meigs has reported with hydrothorax. 


DR. T. E. JONES, CLEVELAND, On10.—This condition may give rise to unim- 
po'tant errors in diagnosis, as in a patient of mine, a woman about sixty-five years 
of age who had been operated upon twenty years previously for cancer of the 
breast. She was traveling in Europe when the tumor was first noted and was 
told by a physician in London that there was nothing to be done. She was later 
examined by at least a half dozen physicians in New York, all of whom came to 
the conclusion that she had a recurrent carcinoma of the breast. In the next 
six or eight months there was little change, and I could not understand this if 
she had carcinoma of the lung. Finally I aspirated the chest and operated on the 
abdominal tumor. This was a fibroma of the ovary and since then there has been no 


recurrence of the fluid. 


DR. JAMES E. DAVIS, Ann Arsor, MicH.—I would like to ask whether in Dr. 
Meigs’ cases a blood chemistry study was made and whether Dr. Meigs will express 
his personal view as to the kind of stimulation or agent that caused the ovary to 


produce this condition? 


DR. WILLIAM T. BLACK, Mempuis, TENN.—In the last 7,000 admissions to 
the Gynecological Service in the University of Tennessee (John Gaston Hospital), 
there have been 9 fibromas of the ovary. Only one of these cases had fluid in both 
the abdominal cavity and the chest. In another hospital there were 4 cases of 
fibromas of the ovaries in the last six years. In only one case was there a large 
amount of fluid in the abdominal cavity. A small amount of fluid in the chest 
may be easily overlooked. The fibroma in the case with fluid in the chest and 
abdomen was found at autopsy in a patient who had not been operated upon. She 
had in addition arteriosclerosis, chronic cirrhosis of the liver, tubercular adenitis, 
a dermoid in the other ovary and a fibromyoma in the uterus. 


DR. MEIGS (closing).—I think we have overlooked a great many of these cases. 
Dr. Robert Frank is probably correct in his discussion of Stoeckel’s work (Mount 
Sinai Hospital Journal, 1934). I could not find any but the references I have 
quoted from the literature of the last twenty-five years. Dr. Lee, in Boston, 
some years ago in writing of a subdiaphragmatie abscess disclosed the fact that 
many times there would be fluid in the right side without bacteria. 

Replying to Dr. Jones regarding the ovarian sarcomas, in going over the cases 
at the Massachusetts General Hospital, it was found that those that had a diagnosis 
of sarcoma made twenty or twenty-five years ago were frequently granulosa cell 
tumors. The true sarcoma of the ovary had the largest mortality of any of the 
ovarian tumors that we investigated. 

As far as the blood chemistry is concerned, it was noted in the individual case 
histories that there was nothing extraordinary about it in any case. I cannot 
answer why the fluid occurs. 


THE RESULTS OF INDUCTION OF LABOR IN 750 CASES 
FROM PRIVATE PRACTICE 


A CompParIsON WitH 750 CoNTEMPORARY CONSECUTIVE 
NONINDUCED CASES 


ALBERT Maruievu, M.D., ALBERT Houtman, M.D., PortLanp, Ore. 


HE purpose of this paper is to estimate the results in 750 cases 

of induced labor and to compare these results with those of 750 
consecutive, contemporary cases in which labor was not induced—all 
from our combined private practice. 


Dale1 was the first to observe that pituitary extract would cause contraction 
of the uterine musculature and published his observation in 1906. As this information 
was buried in a paper on ergot, and as no suggestion for its clinical use was given, 
little attention was paid to it. Bell,2 however, came to the conclusion that pituitary 
extract would have a clinical use, and after three years of experimentation pub- 
lished his results in 1909. In this publication he gave credit to Hendry for first 
using pituitary extract to initiate labor pain. Hendry had successfully used an 
injection of pituitary extract after a Braxton Hicks version to induce uterine con- 
tractions in a patient with placenta previa. 

Hofbauer? in 1912 and Watson4 in 1913 published reports of successful induc- 
tions of labor accomplished by the injection of pituitary extract. In 1915 Bell5 set 
forth a definite routine for the induction of labor by combining the intrauterine in- 
sertion of a bougie with 0.5 ¢.c. doses of pituitary extract twice a day. Bandleré 
in 1916 used an injection of 14 ¢.c. of pituitary extract with a bougie or a bag 
for induction. He also used three injections of 14 ¢.c. at half-hourly intervals as a 
diagnostic test between false and real labor pains. 

Stein and Dover? in 1917 advocated two small doses of pituitary extract (2 or 3 
minims) combined with castor oil and quinine for the induction of labor. They gave 
the first injection of pituitary extract two hours after the castor oil and the second 
injection two hours later. They wrote, ‘‘If labor pains are elicited, the pituitrin is 
resumed at intervals of one-half hour; if no pains result, the treatment is stopped and 
another attempt is made on the third following day, again administering the same 
small dosage.’’ They reported 34 cases, 17 of which were successful. The mothers 
did well and the babies were born in excellent condition. 

Watson’ in 1922 published his routine for the induction of labor. It consisted 
of castor oil, quinine, and an enema given in the evening, and followed the next 
morning by 0.5 ¢.c. injections of pituitary extract until labor pains began. A total 
of six doses was given if necessary. 

Mathieu® in 1927 recommended a modification of the Watson technic, giving 
quinine and castor oil, and two hours later giving a hot enema followed by pituitary 
extract in 3 minim doses at half-hourly intervals for as many as fifteen doses if neces- 
sary. In order to take advantage of the oxytocic effect of the pelvic engorgement 
caused by the castor oil, the quinine, and the hot enema, he followed the enema 
immediately with the first injection of pituitary extract. With 91 patients he had 
71 per cent success on the first attempt and 96.7 per cent success with continued 
attempts at induction. In this same year Hofbauer1® suggested the application of 
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pituitary extract on pledgets of cotton to the mucous membrane of the nose for 
the induction of labor, with the idea that if uterine contractions became too strong 
the cotton could be removed. In a series of 26 cases he had seven failures and in 


another of 54 cases, only 1 failure. 

Since the last of the eighteenth century artificial rupture of the membranes for 
induction of labor has been practiced. In 1928 Jackson!1 combined hypodermic 
injections of pituitary extract with rupture of the membranes in 87 patients. In this 
series there were no maternal deaths but there were 10 fetal deaths. In 1932 
Slemons!2 reported on the use of a combination of castor oil, quinine, rupture of the 
membranes, and the nasal application of pituitary extract in 132 cases with 100 per 
cent success and one stillbirth. Guttmacher and Douglas!3 reported 120 cases with 
100 per cent success and 97.5 per cent satisfactory results. Vruwink!4 in 1934 
published his results in 172 cases. One hundred and six of Vruwink’s patients were 
treated by rupture of the membranes, with and without intranasal pituitary, with 3 
(2.8 per cent) not satisfactory; and 22 patients were treated by simple rupture of 
the membranes, with 100 per cent success, but several had prolonged latent periods. 


In our study of the results of 750 consecutive inductions of labor 
in private patients, we have combined our cases for statistical study 
(635 and 115). We feel that this combination of our cases is a proper 
one, in view of the fact that we practice together in the same office 
and use almost identical methods. Our indications are practically the 
same and our methods of induction have been identical, not only in 
technic, but also in the fact that the inductions have been supervised 
by the same nurses. And in order that we might add further value 
to this study, we have compared the results in the induction series 
with the results in 750 contemporary, consecutive cases (635 and 115) 
in which labor had not been induced and from which cesarean section 
had been omitted. 

In our first 250 cases, we used a method much the same as that of 
Watson, consisting of hot enemas, castor oil, quinine, and pituitary 
extract. We differed, however, from Watson in the use of the pituitary 
extract so far as we never used any doses larger than 4 minims, and 
we administered the first injection as the enema was being expelled. 
After we had used quinine in these 250 cases, we noticed that there 
had erept into the literature an occasional report of fetal death at- 
tributed to the use of quinine in the induction of labor (King, Gell- 
horn,!® Torland,1* and others). Since we had harbored 
a skepticism that quinine was of particular value in the induction of 
labor, we discontinued its use and found, as we suspected, that it 
apparently had nothing to do with the success of induction. We then 
continued without quinine up to our four hundredth ease. 

In several of our early cases, when we felt that the ‘nidiadibiiig: was 
particularly urgent, we ruptured the membranes in the process of the 
induction ; but this happened in only 44 of our first 399 cases. Follow- 
ing Slemons’ lead, we revised our method so that the induction was 
earried on as follows: When the induction was started, two hours after 
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eastor oil had been given, the patient received a hot enema; and as 
the enema was being evacuated, 3 minims of pituitary extract were 
injected. After three or four injections of pituitary extract the mem- 
branes were artificially ruptured if they were still intact or if the 
patient was not definitely in labor. The rupture of the membranes 
was done under the strictest aseptic precautions, similar to those we 
used in the actual delivery. The membranes were stripped from the 
lower segment with the tip of the finger, and if this did not rupture 
them, they were ruptured by scratching with a blade of an Allis for- 
ceps. Some of the amniotic fluid was then allowed to escape. The 
patient was kept on the operating table for fifteen minutes while we 
made sure that the presenting part was fitting down against the cervix 
and while we kept close observation of the fetal heart. The injections 
of pituitary extract were then continued until the patient was defi- 
nitely in labor. This method has given us practically 100 per cent 
success in the last 351 cases. 


There were three exceptions in this group. One was a patient who was sent into 
the hospital for a test of labor to determine whether or not the head would fit into 
the pelvis. After eight injections, the head fitted well into the pelvis and the injec- 
tions were stopped. Some days later the patient went into labor spontaneously and 
delivered normally. The second patient showed a definite idiosyncrasy to the drug 
and had very severe forceful contractions following the injections. Because of this, 
all efforts at induction were stopped and the patient went into labor spontaneously 
some days later. The third patient did not respond to two successive attempts at 
induction, but went into labor spontaneously two days later. In these three cases the 
membranes had not been ruptured. 


Ninety-eight per cent of our inductions were successful (Table I). 
A good majority of the failures occurred in the first half of the series. 
Of late, by the addition of rupture of the membranes, we have been 
able to increase the incidence of success. Most of the failures were 
due to lack of cooperation on the part of the patient, a few occurred 
in nervous women who felt that they could not tolerate the prick of 
the hypodermic needle, and a few were termed failures because of 
tonie contractions of the uterus after the first injection. In a few 
cases, in which the head was floating and could not be fitted in before 
the attempted induction, and in which the head did fit into the pelvis 
during the attempted induction, we allowed the patient to go into 
labor normally. So, where there was a question as to whether the head 
would fit into the inlet, the attempted induction served as a test of 
labor. 

In a total of 300 cases, in which the membranes ruptured sponta- 
neously before or during the induction or were ruptured artificially 
during the induction, all were successful on the first attempt after 
rupture of the membranes except eighteen which required more than 
one attempt (Table I). There were 170 cases in the group in which 
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the membranes were artificially ruptured. Labor took place on an 
average of 5.2 hours after the membranes were ruptured. The average 
length of the first stage was 9.5 hours for primiparas and 3.5 hours for 
multiparas. There were, however, 11 cases in which it took over 
twenty-four hours before labor started. If these were excluded from 
the series, it would be found that in 159 patients labor started 2.4 
hours after the membranes were ruptured. This short time before 
labor started in over 93 per cent of our cases is accounted for by the 
fact that the uterine contractions had already been stimulated by sev- 
eral injections of 3 minims of pituitary extract given at half-hourly 
intervals before the membranes were ruptured. 


TABLE I. ATTEMPTS AT INDUCTION 


300 CASES AFTER 


750 CASES RUPTURE OF 
MEMBRANES 
Total attempts 988 326 
Suecess Ist attempt 579 282 
Success 2nd attempt 108 14 
More than 2 attempts 48 + 
Total suecesses 735 98% 300 100%6 
Failures 15 2% 0 


In this group of artificially ruptured membranes, there were no 
maternal deaths and 13 cases (7.5 per cent) were classed as morbid 
by the British morbidity standard. Of these 13 morbid cases, 7 were 
due to extragenital causes; viz., 1 to cholecystitis, 1 to mastitis, 3 to 
pyelitis, and 2 to upper respiratory infection, 

In the same group there were 7 dead babies, a fetal mortality of 4 
per cent corrected to 1.2 per cent after eliminating 3 cases of macerated 
fetuses and 2 cases of congenital defects. There were 2 cases of 
neonatal death (autopsy) which were attributed to atelectasis. 

A word of explanation seems necessary regarding those cases in 
which several trials were made before the induction was successful. 
We have always been extremely careful in carrying out the routine 
of our inductions, particularly so in an effort to avoid an injection of 
pituitary extract after labor had apparently started. In several cases 
we have purposely stopped the injections when there was any uncer- 
tainty as to whether or not the patient was actually in labor—accepting 
a failure rather than assuming a risk. In most patients we deemed 
it inadvisable to rupture the membranes until the head was fitting well 
into the pelvis or well against the cervix. There were a few cases in 
which several attempts at induction were necessary before the mem- 
branes could be ruptured with safety. Once those requirements were 
met, the membranes were ruptured artificially and the patient went 
into labor promptly. 
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At this point we wish to sound a word of warning regarding the 
artificial rupture of membranes. This maneuver has some pitfalls. It 
means the invasion of the vagina and uterus and possible infection, 
There is always danger of prolapse of the cord. Rupturing the mem- 
branes is hazardous to the fetus if the head is not engaged. A high 
percentage of prolapse of the cord will occur unless the one rupturing 
the membranes is an experienced obstetrician who can fit the present- 
ing part into the pelvis as the amniotic fluid is lost, and who will 
observe the fetal heart during the maneuver. 

Consider the nervous and anxious patient, whose uterus is tense and 
irritable, in the last fortnight of her pregnancy. Every evening dur- 
ing this period, when the clothes are removed, contractions of the 
uterus start, continue in the regular manner for several hours, and 
cease when the patient falls asleep. We cannot state whether this is 
a nervous phenomenon or whether it is actually a forerunner of true 
labor, but we know from clinical experience that patients of this type 
present the most difficulties. During the induction regular contrac- 
tions of the uterus start after a few injections of pituitary extract only 
to stop entirely several hours after the administration has been stopped. 
As previously stated, this type of patient has given us the most trouble. 
In our attempts to be absolutely safe, we have preferred to discontinue 
the attempted induction, to give the patient a sedative so that she 
would have a good sleep, and to renew the attempt on the following 
day. 

Length of First Stage-——We have estimated in our study only the length of the 
first stage for the reason that most of our patients were delivered very soon after 
complete dilatation by means of forceps after episiotomy. For this reason an 
estimation of the total length of labor would be faulty. In the induced series it 
was a simple matter to be absolutely exact as to when labor started, since the nurse 
doing the induction knew almost at once when the contractions became regular. 
This circumstance, however, did not obtain in the study of the noninduced series 
because so many times the patient came into the hospital after having been in 
labor some hours and was unable to determine the exact time when the contractions 
started. We are quite sure, therefore, that the length of the first stage in the in- 
duced series is correct and that in the noninduced series is too low. Table II shows 
that the first stages of the labors in the induced cases were shorter than in the 


noninduced cases and that the length of the first stage was shortest in the ruptured 
membranes group in both series. 


TABLE II. Hours First STaGe 


INDUCED NONINDUCED 


ENTIRE RUPTURED ENTIRE RUPTURED 
SERIES MEMBRANES SERIES MEMBRANES 
Primiparas 9.35 9.03 10.66 9.0 
Multiparas 3.77 2.68 5.8 2.75 


Maternal Morbidity.——In studying the morbidity we used the British standard, 
classifying all cases as morbid in which the temperature exceeded 100° F. on any 
two of the bidaily readings from the end of the first to the end of the eighth 
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day postpartum. After investigating the many different standards for maternal 
morbidity, we felt that the British standard was the fairest. It obviated the 
geographic discord prevalent among the published standards of this country (Table 


EE). 
TABLE IIIT. Morsipiry MorTALity 


750 
PER CASES PER 
CENT NOT CENT 
INDUCED 

Maternal morbidity (British standard) 53 7.07 50 6.6 
Maternal mortality I 0.13 2 0.27 
Fetal mortality (total) 30 4.0 29 3.88 

Fetal mortality (corrected) 6 0.8 10 1.3 


Toxicity and Idiosyncrasy.—In a total of 6,435 injections of pituitary extract, 
eight patients exhibited tonic contractions of the uterus severe enough to cause us to 
discontinue the injections. Four patients developed urticaria after labor. This we 
attributed to an idiosyncrasy to the drug. There were no maternal or fetal deaths in 
this group. 

There was no incidence of premature separation of the placenta in the induced 
group, nor was there any case of precipitate labor. 

It is our routine to follow our patients postpartum for five months, there being 
in the average case four or five examinations during that time. While we have 
no exact statistics on the condition of the cervix postpartum in either group, we are 
well convinced that induction of labor by the use of pituitary extract and rupture 
of the membranes does not increase the incidence of cervical injury. 

Maternal Mortality.—In the 750 induced cases there was one maternal death. 
As far as we could determine, the induction had nothing to do with the death. 

The patient was a twenty-nine-year-old primipara in whom labor was induced 
because of a flat pelvis, a large baby, and postmaturity of six days. She received 
only one injection of 3 minims of pituitary extract three hours before delivery. Labor 
and delivery were uneventful. Approximately 450 ¢.c. of blood were lost during 
the delivery. After the episiotomy had been repaired, after the placenta had been 
delivered, and after the patient had recovered from the anesthesia, the uterus became 
boggy and bleeding recurred, with a further loss of about 400 ¢.c. The uterus was 
packed and the patient seemed in good condition. Soon she became cyanotic and 
shocked and died three hours after delivery in spite of supportive treatment, includ- 
ing intravenous injections of glucose and a transfusion of whole blood. There was no 
indication of premature separation of the placenta. Autopsy was not obtainable. 
Death was attributed to postpartum hemorrhage and shock. 

In the 750 noninduced cases there were two maternal deaths—one due to hemor- 
rhage and shock postpartum, and the other due to a rupture of the uterus and hemor- 
rhage during labor. 

Fetal Mortality.—The total fetal mortality in the induced cases was 4 per cent, 
while that in the noninduced cases was 3.9 per cent. The corrected mortality, 
eliminating congenital defects incompatible with life and premature infants under 
1,500 gm., was 0.8 per cent in the induced cases and 1.3 per cent in the noninduced 
cases. However, when one considers that in the induced cases there were fourteen 
in which it was known that the baby had been dead for some time, for which 
reason the induction was done, one can see that there would be considerable difference 
in the total fetal mortality rate if labor had not been induced in these patients. In 
the total group there was only one case of prolapsed cord (that in an induced case) 
and no death from cerebral hemorrhage or birth injury in the induced cases. We 
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mention this fact regarding the cerebral hemorrhages in the newborn for the reason 
that many of our inductions were done to lessen the hazards of breech delivery and 
of delivery through a narrow pelvic outlet (Tables IV and V). 


TABLE IV. 


DEATHS 


750 INDUCED 750 NOT INDUCED 


Before induction 14 Before labor 7 
After induction + During labor 5 
Neonatal 12 Neonatal 17 
Total 30 4.0% Total 29 3.88% 
Corrected 6 0.8% Corrected 10 13% 


TABLE V. NEONATAL DEATHS 


INDUCED NOT INDUCED 


Congenital defects 6 1 
Premature, under 1,500 gm. 4 9 
Atelectasis 2 + 
Cerebral hemorrhage 0 2 
Bronchopneumonia 0 il 


There were four cesarean sections in the induction group. Two followed un- 
successful trials of labor, one was done for placenta previa, and the fourth was done 
on an elderly woman who had lost her previous child: after three unsuccessful 
attempts at induction, a baby weighing 5,413 gm. was delivered by cesarean section. 
There was no maternal or fetal mortality. 


PROCEDURE 


Our present method of induction of labor, and the one we consider 
ideal, has been used in the last 114 cases. At 7 in the morning an 
enema is given, and at 7:30 pentobarbital is given, the dose depending 
on the patient’s weight. Patients weighing less than 130 pounds re- 
ceive 7.5 gr., those weighing from 130 to 150 pounds receive 9 er., 
and those weighing over 150 pounds receive 12 gr. The patient is 
asleep within thirty minutes. Then injections of 3 minims of pituitary 
extract are given and repeated every thirty minutes. After the third 
or fourth injection, if labor has not started and if the membranes are 
still intact, they are ruptured artificially unless there is some contra- 
indication. The pentobarbital given before hypodermic injections are 
started saves the patient any discomfort or apprehension and keeps 
her tranquil. In this series of 114 cases, in which pentobarbital was 
used preliminary to the induction, there were no failures and only five 
which required a second attempt. There were no maternal deaths and 
the maternal morbidity was 5.3 per cent. The total fetal mortality 
was 3.5 per cent, and when two macerated fetuses were eliminated the 
corrected fetal mortality was 1.75 per cent. 


CONCLUSIONS 


1. After analyzing 750 cases of induced labor from private practice 
and comparing them with a consecutive, contemporary series of cases 
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in which labor was not induced, we reached the conclusion that the 


maternal and fetal morbidity and mortality were not increased by 


induction. 

2, Induction of labor was successful in 98 per cent of the eases. 

3. Induction was apparently not responsible for the occurrence of 
any pathologie condition during labor, delivery, or the puerperium. 

4. In the last 550 inductions quinine was not used and the results 
were apparently not affected by its omission. 

5. In the last 351 cases, if labor did not start after three or four 
injections, the membranes were artificially ruptured during induction 
if there were no contraindications and if they had not already rup- 
tured. We feel that this contributed markedly to the success of 
induction. 

6. In the last 114 cases castor oil was omitted and pentobarbital was 
given before the hypodermic injections were started. Omission of 
eastor oil in no way affected the success of induction. Pentobarbital 
has been advantageous in keeping the patient tranquil and free from 
pain, has not interfered with the success of the induction, and has 
not affected the vital statistics unfavorably. 

7. In the entire 750 induced cases there was no instance of abruptio 
placentae or of fetal death due to cerebral injury or birth injury. 
There was one instance of prolapsed cord, in a patient whose mem- 
branes ruptured spontaneously. 

8. Our study has shown a distinct advantage in favor of the induced 
series. If one considers that this series seems to include most of those 
eases which promised trouble (the toxemias, large babies, contracted 
pelvie outlets, apprehensive and nervous patients, ete.), the maternal 
morbidity and fetal mortality were surprisingly low: in fact, it ap- 
pears to us that the induction of labor saved much maternal morbidity 
and several fetal lives. 

9. Furthermore, the combination of induction of labor in our private 
patients with the ultimate in modern analgesia and anesthesia, and 
with delivery by forceps after episiotomy, appears to be advantageous 
as regards maternal and fetal morbidity and mortality. 
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415 STEVENS BUILDING 
ABSTRACT OF DISCUSSION 


DR. WILLARD R. COOKE, Gatveston, TEXAS.—There are three types of indue- 
tion: the mechanical, the chemical, and the combined methods. If the mechanical 
method fails to bring about the desired results an element of infection is introduced 
which makes any number of operative procedures much more dangerous. In the 
chemical group castor oil is notoriously unreliable, for it practically never brings 
about induction at full term and in only about 60 per cent after term. Our observa- 
tion has been that when no uterine reaction resulted from repeated doses of castor 
oil, mechanical induction was also quite likely to fail. Hence it has become our rule 
not to attempt mechanical induction in a patient who shows no response to repeated 
doses of castor oil. 

There is another type of chemical induction which I hope will become available in 
the future, namely the artificial reproduction of the endocrine imbalance which ap- 
parently results in the onset of labor. It is not too much to expect that further 
research will determine quantitatively the endocrine status of the individual patient 
and thus enable us to determine just which and how much of the various endocrines 
are necessary to bring about the necessary imbalance. 

In regard to pituitrin we must consider the very great differences in individual 
sensitivity to this substance. Until we are able to determine quantitatively the 
exact endocrine status of a patient we must run the risk, as we do now, of giving 
overdoses to oversensitized patients. 

Dr. Mathieu’s paper brings very forcibly to me the remarkable differences in 
individual experience which one encounters. Whereas he had no bad results in over 
750 cases, I, in less than 50 cases, had four instances of severe tetanic contraction 
of the uterus which cost the life of the fetus in two cases. In some of these cases 
the nasal method was used and in others extremely small fractional doses beginning 
with 0.01 ¢.c., increased gradually at half-hour intervals. One of the cases of con- 
traction fatal to the baby was in a case started at 0.01 ¢.c., the tetanic contractions 
coming on after 0.3 c¢.e. 

The method described by Dr. Mathieu certainly cannot be recommended for the 
average practitioner. It should be undertaken only by those who know exactly what 
they are doing, all of the dangers involved, and that the use of this method is only 
in the line of research. 


DR. GEORGE W. KOSMAK, New York City.—The essayist is to be congratu- 
lated on the good results obtained from the particular method of inducing labor 
which he has described. The technic of this procedure impresses me as very satis- 
factory although one may differ with certain details. However, in discussing this 
topic, it seems to me—and what I am about to say is not in disparagement of 
Dr. Mathieu’s careful study—that one should deal rather, or perhaps as well, with 
the broader aspects of labor induction than with a particular method of accom- 
plishing the same. There may be no question about the comparative safety of Dr. 
Mathieu’s procedure, but are we to accept the general philosophy upon which 
his case series, as well as that of other observers in the field, are based? Dr. 
Mathieu fails to mention in his paper whether these are routine inductions of 
patients at term and whether there were other reasons. We should know the 
premises definitely. It strikes me, however, as a very important point because, if the 
thought is to go out from this association that labor may become a planned 
process, the possible sequelae of such propaganda must be given the most careful 
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consideration. I have no doubt whatever that Drs. Mathieu, Watson, and Jackson, 
as well as Drs. Guttmacher and Douglas and others who have written on the subject, 
ean report excellent results. But does this mean that we are to forget all about the 
physiologic onset of labor and take this out cf Nature’s hands by substituting a 
procedure primarily for the convenience of the doctor and the patient? Are we to 
set aside all our teaching tq medical students about the desirability of pre- 
serving intact the bag of waters for the sake of the mother as well as the fetus? 
Apparently we are asked to forget this. It is true that the increasing incidence of 
hospital deliveries would make it desirable perhaps to have labor start on the calcu- 
lated date, and, perhaps, with the increased knowledge of the ‘‘safe period,’’ we 
may gradually come to a point when we actually know the exact date of conception. 
However, notwithstanding all the propaganda in this direction, it is fair to admit 
that we cannot be sure of the exact date when pregnancy starts in the majority of 
eases. Nor do we know that 280 days expresses the full period of ripening. It is 
possible that some fetuses may be developed fully in less than 280 days and that 
others may require more time. In view of these uncertainties, is it quite fair to lend 
support and authority to an idea that labor can be planned for a definite day? I 
admit the temptation is strong, particularly when patients come from outside of 
the city or live at some distance from a hospital, to have them go in at a given 
time for delivery, and women have been led to expect that labor will occur on a 
given date, when as a matter of fact there is not sufficient evidence on hand to 
support this. There would remain a considerable proportion of pregnant women in 
whom the exact completion of parturition would be uncertain. 

Personally, I do not believe that it makes very much difference whether a woman 
goes into labor a week before or a week after the calculated date, if the birth canal 
is physiologically prepared. I feel, however, that we must accept other criteria 
for calculating the end of pregnancy than the lapse of a prescribed number of days. 
The cervix offers perhaps the best guide, and Dr. Mathieu fails to state in his paper 
whether the condition of the cervix was taken into consideration in his induction 
procedure. 

Done under hospital auspices by experts, there is no question but what the 
method which Dr. Mathieu describes may be very effective. It may be for the 
best interests of his patient or those of any other expert obstetrician. But the 
fact cannot be set aside that the majority of confinements are attended by general 
practitioners, who fortunately still rely, and should continue to rely, on Nature’s 
own devices for terminating pregnancy by bringing on labor at the proper time. 
We are not as yet fully informed about the causes for the onset of labor. Whether 
it is an endocrine impulse or something else remains to be seen, but there must be 
some inherent motive in the pregnant woman or a combination of motives which 
brings about the onset of pain after the passages are prepared for the birth of 
the child. Are we going to substitute a therapeutic procedure for a physiologic 
process? I wonder whether the time is ripe for this. 

The literature of recent years, as Dr. Mathieu has pointed out, shows the records 
of an increasing number of observers who have successfully terminated pregnancy 
by one means or another, either in the presence of definite indications or simply at 
the calculated term. This, however, as I have ventured to imply, is not the sole 
question. The question at issue still remains: have we the right to assume that 
Nature’s plans for terminating pregnancy should be set aside and our own me- 
chanical or other devices substituted? 


DR. WILLIAM T. McCONNELL, LoutsvittE, Ky.—In our clinie we reserve in- 
duction for some definite condition. We have found that quinine is not only in- 
effectual but the high incidence of allergy renders it a drug that should be used 
with caution. Castor oil, on the other hand, is a drug which shows practically no 
allergic symptoms. We have found that pituitary extract gives a much higher 
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incidence of allergy than is commonly supposed. Eight cases were found last year, 
proved by the sensitization test. We do not use pituitrin in the induction of labor, 

We teach that the membranes should not be ruptured prematurely, especially in 
certain types of cases. Premature babies in the absence of the amniotic sac do not 
stand the ordeal of labor well. In breech presentations, the undue pressure from 
the fundus on the after-coming head apparently sometimes causes intracranial in- 
jury, and a premature rupture of the membranes in these cases predisposes to 
prolapse of the cord. If cesarean section is a probability, a premature rupture 
of membranes increases the danger of postoperative infection, so that this procedure 
should be reserved for patients who are to be delivered by the vaginal route. An 
early rupture of the membranes, unless labor occurs within thirty-six to forty-eight 
hours, may enhance the danger of infection. 

It has been shown rather definitely, however, that premature ruptured membranes 
do not particularly endanger or complicate the case, if the baby is in a good position 
and is fully matured. Rupture of the membranes in the hands of the average man 
is difficult in the undilated cervix or where uterine contractions are not occurring, 
Rupture of the membranes is nevertheless one of the most successful methods of 
mechanical induction of labor. 


DR. ADAM P. LEIGHTON, PortLanp, MrE.—Pituitary extract is a valuable 
product where indicated, but very dangerous in primiparas if used in the first stage 
of labor. I have had some experience with it and I believe that Dr. Mathieu’s teach- 
ing is very dangerous if put into the hands of medical students or practitioners 
starting obstetrics. To use pituitary extract, routinely in repeated dosage, with 
rupture of the membranes, is distinctly poor obstetrics. Prolapsed cords, fetal 
deaths, and uterine rupture must be the answer, occasionally at least. 

When I desire to induce labor, the Krause method has always sufficed. It is 
safe. Introduction of a bougie or two or the use of a small rectal tube bent like 
a hairpin and pushed up between the uterine wall and the membranes, with tight 
packing of the cervix with gauze, gives me 100 per cent results. 


DR. WILLIAM A. COVENTRY, Dututu, Minn.—The essayist has spoken about 
the elimination of quinine. Others speak of cutting out castor oil, pituitrin and the 
barbiturates. The simple rupture of the membranes will give as good results as any 
other. 


DR. GEORGE M. SHIPTON, Pirtsrietp, Mass.—<According to Temesvary’s 
- theory the thymus developing into maturity gives the endocrine condition which 
normally starts labor. He added thymus extract to a small dose of pituitrin and 
produced a substance called thymophysin that he argued could be given safely. This 
was severely criticized by the A. M. A., but results are what actually count. 

The point has been brought out that it might be convenient where patients come 
from a great distance to have labor by appointment. I believe that such a condition 
holds in our community, particularly in winter when the roads are impassable. We 
have developed a technic which has been applied to a small series of 99 and is much 
like that brought out by the writer of this paper. It consists in giving the patient 
nembutal, getting her asleep, and then, after preparation, separating the membranes 
from the lower uterine segment before rupturing. Immediately upon rupturing the 
membranes the patient is given 0.5 ¢.c. of thymophysin. Our routine practice is to 
keep the hand at the cervix until contractions have started. You cannot, of course, 
get successful labors if the cervix is not prepared. 

As to the length of labor with this procedure I am not prepared to make a 
definite statement, because during the last two years we have been using paraldehyde 
analgesia. I believe it does lengthen labor to a certain extent; but why should 
we worry about a twelve-hour labor that is very comfortable as opposed to a ten- 
hour labor which might be very uncomfortable? 
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DR. IRVING W. POTTER, Burrato, N.Y.—I have never induced labor and 
no man working with me has done so under my supervision. We believe in 
terminating pregnancy when it is necessary, but we believe in letting the first 
stage of labor alone. That is not the stage that does any harm or causes the patient 
any suffering. We do not use phenobarbital and never give pituitrin when the 
baby is in the uterus. 

There is no condition in our experience that produces the shock that is produced 
by the interference with the first stage of labor. In our work of version and extrac- 
tion we have always advocated that the patient should go through the first stage 
of labor, that the lower uterine segment should be obliterated and the os easily 
dilated. 

I want to call your attention also to the ill effects of pituitrin used in cesarean 
section. When we used to put it into the body of the uterus, the patient would 
leave the operating room in splendid condition, but in an hour or an hour and a 
half something would sometimes relax and she would have an uncontrollable hemor- 
rhage. We have now stopped the use of pituitrin in cesarean section and have no 
more secondary or postpartum hemorrhages. 


DR. F. 8S. KELLOGG, Boston, Mass.—The point of main interest to me is 
whether or not induction by any of these methods works well in the primipara, par- 
ticularly in preeclampsia, where induction is so often necessary. I have tried to make 
a study of this phase of the subject and it is impossible from the literature. Most of 
the time induction works very well, but occasionally it fails, and we are forced 
to get out of a difficult situation by some not ideal means. I would urge in this con- 
nection that when authors report a series of cases of induction, they segregate the 
preeclampsia cases from the others, indicating parity and condition of cervix, and 
report them separately. 


DR. R. T. LAVAKE, MINNEAPOLIS, MINN.—I wish a paper such as this could 
specifically state that its aim is to demonstrate the relative security a man may feel 
when he is called upon to use this method for a definite indication. In going through 
world literature and trying to find a reason why maternal mortality and morbidity are 
greater in this country than in many others, it has impressed me that the answer is 
that we hold a less philosophic view of obstetrics and interfere too frequently. I be- 
lieve we should interfere only upon pressing indications and never unless we would 
demand such interference in our own immediate family. 

In my part of the country many general practitioners read these papers and 
when they read a paper like this they do not always realize that such success is 
largely dependent upon perfection of surroundings and perfection of judgment and 
technic. If this is not emphasized, I am certain that many men will court disaster 
and increase their maternal mortality and morbidity. 


DR. MATHIEU (closing).—It has been the intention only to present results in 
750 cases of induced labor compared with 750 consecutive, noninduced cases. Due 
to the time allotted it was not possible even to mention the matter of indications. 
There is no thought whatever of regarding this procedure as routine and induction is 
done only when indicated. 

When Dr. Kosmak raises the question of whether or not facts in this paper 
should be taught, we think he is leaning backward. Since there are no scruples 
concerning the teaching of cesarean section, vaginal hysterectomy and other major 
operations to medical students, there should be no scruples in teaching them the 
best and safest methods of induction of labor when indicated. 

The presentation of our results shows that this method of induction is infinitely 
better than the old-time bag or bougie method, in view of the fact that there was 
only one case of prolapsed cord in the entire series and no case of abruptio placentae. 
When induction is indicated, we think it should be done more or less in this manner. 
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We are now teaching a great deal of prenatal care in obstetrics. But, are we 
sure that a great deal of prenatal care is not merely a matter of going through 
the motions? Insufficient attention is being paid to the estimation of the pelvic out- 
let, and too often a baby is allowed to develop to a point where it is too large to 
come through the outlet, or a breech presentation is allowed to continue to term 
or past term when induction ten or twelve days before term would insure a much 
lower mortality for the baby. 


New procedures and improvements over old methods are slow to gain prestige 
in the medical field. And, in closing, may we remind you that in the early part of 
the nineteenth century, when supravaginal hysterectomy was first being advised, a 
certain group of sedate old London surgeons refused to consider the operation be- 
cause, as they said, when the uterus was amputated at the internal os, an opening 
would be left through which the wind might whistle. 


PLACENTAL VARIATION 


AN ANALYTICAL DETERMINATION OF ITS CLINICAL IMPORTANCE 


L. A. CaLkins, M.D., Pu.D., Kansas City, Kan. 
(From the University of Kansas Medical School) 


P. MANTON published a paper in 1907 on ‘‘The Relationship 

. of the Weight of the Placenta to the Weight of the Newborn 
Child.’’ This was the first attempt in this country to study the sig- 
nificance of placental size. Previous to this, in England and on the 
Continent, contributions along the same line had been made by Busta- 
mente (1868), Kruger (1877), Mackness (1889), Blaneke (1895), and 
Sfameni (1901). No contribution of note followed Manton’s paper 
until that of LaVake (1924) which was a study of the relationship of 
surface area of the placenta to the birth weight of the child. Adair 
(and Thelander) in 1925 studied the relationship of placental weight, 
area, volume, thickness, and specific gravity, all in their relation to 
the weight of the baby. This was the first extensive piece of work on 
placental morphology and was closely followed in 1926 by the elaborate 
paper of Westermark, which was a study of the relationship between 
placental weight and fetal weight in 19,000 cases. This very large 
number of cases enabled Westermark to derive very smooth curves of 
relationship, which curves he believed to be logarithmic in nature and 
he computed formulas in which the weight of boy babies and the 
weight of girl babies was each represented as a function of the 
logarithm of the weight of the placenta. A similar piece of work was 
reported in 1930 by Aberle and Morse, wherein a series of 4,000 cases 
was studied for the closeness of relationship between the weight of the 
placenta and the weight of the infant. They found a very high degree 
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of correlation as represented by a coefficient in excess of plus 0.5. The 
relationship for boy babies was slightly closer than that for girl babies 
but within the same numerical category. 

It would seem then that interest in placental size has very largely 
centered on the relationship between placental magnitude and the 
weight of the baby. Pastore within the last year casually remarked 
that ‘‘blood loss in relationship to the weight and mean diameter of 
the placenta showed no definite correlation.’’ Similar casual references 
may also be found in articles on related subjects but an ordinarily 
careful search of the literature fails to reveal any concerted effort to 
find possible causes of placental variation or other possible effects than 
that noted in the now well-established close relationship between pla- 
cental size and infant weight. 


This present study represents an analysis of some 2,000 consecutive 
deliveries with the intention of determining whether placental weight 
and placental area are correlated with any or all of: maternal age and 
parity, maternal height and weight, duration of pregnancy, fetal 
weight and height, and blood loss in the third stage of labor. Regres- 
sion line curves have been plotted to present a visual picture, and 
coefficients of correlation have been computed as a more exact repre- 
sentation, and, therefore, more conclusive estimate of any possible 
relationship. The placental weight was of the organ with membranes 
and cord attached, and the placental area was studied by multiplying 
the width of the placenta by its length, thus obtaining an area in 
square centimeters considerably larger (nearly one-third) than the 
actual area of the placenta. It has been mathematically demonstrated 
that the error inherent in determining ‘‘relative’’ areas of this type 
in a large series of cases is sufficiently uniform that the values, thus 
obtained, are quite as reliable as the ‘‘true’’ areas would be. 


AGE OF THE MOTHER 


The weight of the placenta as abscissa was plotted against the age 
of the mother as ordinate and the solid line of Fig. 1 resulted. At first 
glance there seems to be a tendency for the weight of the placenta to 
increase as one passes from the younger to the older age groups. That 
this tendency is apparent rather than real is made obvious when one 
separates the patients into the primipara and multipara groups. Curves 
are plotted for each of these two groups, and there is no such tendency 
to ‘‘rise’’ in either of these latter two (broken line) curves. The 
coefficient for the primiparas was +0.058 +0.014, and for the multiparas 
+0.092 +0.024. In neither instance is the coefficient definitely more 
than four times its probable error, and it is, therefore, not significant. 
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A similar curve representing the relationship between age and pla- 
cental area is shown in Fig. 2, and the coefficient of correlation here 
is +0.112 +0.016. This coefficient is sufficiently large to indicate that 
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Fig. 1.—Weight of placenta plotted against age of mother. The apparent tendency 
for the placenta to increase in weight as the mother becomes older is not real. It is 
due to the greater proportion of muitiparas (upper broken curve) and lesser proportion 
of primiparas (lower broken curve). The separate curves of multiparas and primi- 
paras show no tendency to either rise or fall with increasing age of mother. 


f AREA OF PLACENTA 
IN CM’ 


AGE OF MOTHER <i5 18 21 24 av 30 33 36 39+ 


Fig 2.—f Area of placenta plotted against age of mother. Very apparent is the con- 
clusion that age of patient has no effect on the area of the placenta. 


there is a definite correlation, mathematically speaking, between pla- 
cental area and age of the mother. It is, however, so small as to be 
of no clinical importance, and it is probably fair to assume, from a 
practical point of view, that there is no definite correlation 
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PARITY OF THE MOTHER 


A study of the effect of parity on placental weight and area resulted 
in very peculiar curves. The third and fourth pregnancies seemed to 
produce larger placentas than the earlier or later pregnancies. The 
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Fig. 3.—Weight of placenta plotted against height of mother. This curve and 
the one in the following chari indicate that height of mother has no appreciable 


effect on placental size. 
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Fig. 4.—f Area of placenta plotted against height of mother. This curve and 


the one in the preceding chart indicate that height of mother has no appreciable 
effect on placental size. 


number of cases inspected (160 third pregnancies, 84 fourth preg- 
nancies) is too small to make this finding entirely reliable and a larger 
series must be studied before a final conclusion can be drawn. The 
coefficient of correlation for placental area was +0.084 +0.016, so small 
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as to suggest the very definite possibility that the apparent large size 
of the placentas in third and four pregnancies in this series is a chance 
finding and not to be relied upon. 


HEIGHT OF THE MOTHER 


A study of Figs. 3 and 4 shows quite conclusively that there is no 
definite relationship between maternal height and placental size, as 
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Fig. 5.—Weight of placenta plotted against weight of mother. Clearly the heavier 
mothers have the slightly heavier placentas, 
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Fig. 6.—f Area of placenta plotted against weight of mother. Clearly the heavier 
mothers have slightly larger placentas as shown by this and the preceding graph. 
there is in the curves no definite tendency for placental weight and 
area to increase as one passes from the shorter to the taller groups, 
and the coefficients (for placental weight +0.09 +0.016, and for pla- 

cental area +0.054 +0.016) are too small to be significant. 
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WEIGHT OF THE MOTHER 


Maternal weight taken just prior to delivery and studied in a similar 
manner (Figs. 5 and 6) showed a somewhat different result. There 


‘60 


242 
WEIGHT OF PLACENTA 
IN GRAMS 
p45 _GMS_ 
4 


(NUMBER OF 


= 


4i 


52 


LENGTH OF 230 240 250 260 270 280 290 300+ 
PREGNANCY IN DAYS 

Fig. 7.—Weight of placenta plotted against duration of pregnancy. 

shows clearly that the size of the placenta increases as pregnancy advances: 


increase closely paralleling the growth of the baby. 


This curve 
the 
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Fig. 8.—f Area of placenta plotted against duration of pregnancy. This curve 
is closely comparable to that obtained when baby’s height or weight is plotted against 
its menstrual age: continuing growth with negative acceleration. 


seems to be in the curves a definite tendency for the placental size to 
increase as one passes from the lighter to the heavier groups of pa- 
tients and the coefficient of correlation for placental weight was +0.260 
+0.016 ; that for placental area was +0.142 +0.017. This would indicate 
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that there is some sort of definite relationship between maternal weight 
and placental size. Whether this is a relationship between basic (non. 
pregnant) weight or a relationship between weight increment during 
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Fig. 9.—Height of baby plotted against weight of placenta. The larger placentas 
are found with the larger babies. We here show the effect of the placental weight 
on the baby’s height. 
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Fig. 10.—Height of baby plotted against f area of placenta. Placental area is a 
factor ir determining height of baby. 


pregnancy and placental size, we are not able to say, as our records 
did not allow a complete study of weight gain in pregnancy. 


DURATION OF PREGNANCY 


Here we find a very high degree of correlation and a definite tend- 
ency for the curves to rise as we pass from the pregnancies of shorter 
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duration to those of longer duration (Figs. 7 and 8). These findings 
are exactly in accord with what we might expect, but inasmuch as 
there are many statements in the literature to the effect that placental 
size is determined very early, these results are of definite interest. The 
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Fig. 11.—Weight of baby plotted against weight of placenta, The heavier placentas 
produce the heavier babies. The relationship is not exactly a direct proportion. 
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Fig. 12.—Weight of baby plotted against f area of placenta. Placental area very 
largely influences the weight of the baby. 


coefficients were: for placental weight +0.33 +0.01, and for placental 
area +0.239 +0.016. This is a rather high degree of correlation, par- 
ticularly that between placental weight and duration of pregnancy 
(it is in the same numerical category as the relationship between height 
and weight of adult men). 
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HEIGHT OF THE BABY 


One might expect to find here a similar relationship to that previ. 
ously noted by several authors in connection with their study of infant 
weight, and such are the results obtained (Figs. 9 and 10). The 
smaller placentas are very definitely associated with the smaller babies 
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Fig. 13.—Blood loss plotted against weight of placenta. The heavier placentas are 
associated with greater blood loss. 
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Fig. 14.—Blood loss in third stage plotted against f area of placenta. This graph 
shows third stage blood loss to be directly proportional to the size of the placenta. 
(Placental size is only one of many factors affecting this blood loss.) 
and the larger ones with the larger babies. The coefficient for pla- 
cental weight was +0.45 +0.01, and for placental area +0.371 +0.014. 
These are very high correlations and approach in magnitude those 
previously obtained by other authors for the relationship between pla- 
cental size and weight of the baby. 
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PLACENTAL VARIATION 


CALKINS: 


WEIGHT OF THE BABY 


Our results in the study of infant weight correspond very closely 
to those of Adair, Westermark, and Aberle and Morse. The curves 
(Figs. 11 and 12) ‘‘seem”’ to be logarithmic in type, and the coefficients 
are +0.56 +0.01, and +0.422 +0.013. Our results are, therefore, in close 
agreement with previous investigators. 


BLOOD LOSS IN THE THIRD STAGE 


The blood loss associated with the third stage of labor was measured 
after the technic described in previous publications and the study of 
the relationship of this blood loss to placental size is shown in Figs. 
13 and 14. The coefficients were found to be +0.15 +0.015, and +0.145 
+0.016. This would indicate that there is a definite, though small, rela- 
tionship between the size of the placenta and blood loss during the 
third stage of labor. This finding is in quite close agreement with the 
relationship previously noted in another publication between the size 
of the baby and the blood loss in the third stage of labor. The rela- 
tionship is probably so small as not to be of particular value in the 
eare of the individual patient and remains, therefore, largely a point 
of academic interest. 


SUMMARY 


There is apparently a very close relationship between both height 
and weight of the baby and placental size. The next closest relation- 
ship exists between duration of pregnancy and placental size. This 
relationship, however, is less than that between the size of the baby 
and the size of the placenta, and in this same series of cases there is 
a much closer relationship between duration of pregnancy and size of 
the baby (+0.430 +0.021) than there is between duration of pregnancy 
and size of the placenta. The evident conclusion is that whereas the 
placenta continues to grow in the latter part of pregnancy, it does so 
at a relatively much less rapid rate than the baby. 

The apparent (low degree of) correlation between blood loss in the 
third stage of labor and placental size is again perhaps more apparent 
than real, as the correlation between blood loss and infant size in this 
series shows a coefficient (+0.216 +0.016) somewhat larger than that 
between size of placenta and blood loss. It would seem then that the 
larger placentas are associated with greater blood loss only because 
they are also associated with larger babies. Perhaps the greater dis- 
tention of the uterus associated with the larger babies is a more im- 
portant factor in the production of blood loss than the larger placental 
area of attachment. Indeed, one might doubt whether a large pla- 
cental site produces any greater blood loss than a small placental site. 
Physiologically there should be no difference. 
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Comparison of the data on placental weight with those on placental 
area would indicate that the latter is less important than the former, 
because the coefficients of correlation in every instance (where a defi- 
nite coefficient was present) were less than the coefficients for placental 
weight. It would seem then that the determination of placental weight 
alone would be quite sufficient for clinical purposes and that the addi- 
tion of placental dimensions adds little, if anything, to the value of 
our clinical charts. 

CONCLUSION 


A study of some 2,000 consecutive deliveries for the significance of 
placental weight and (a function of the) placental area in their rela- 
tionship to maternal height, weight and age; the duration of preg- 
nancy; the parity; fetal height and weight; and blood loss in the third 
stage of labor indicates that there is no relationship between these 
measures of placental size and those of the other factors, except fetal 
height and weight and duration of pregnancy. Possible relationships 
between placental size and blood loss in the third stage of labor, and 
between placental size and maternal weight are so small as to not 
possess any considerable clinical significance. 
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ABSTRACT OF DISCUSSION 


DR. BENJAMIN H. CAKROLL, ToLepo, Ontlo.—Dr. Calkins has carefully 
studied 2,000 cases and has charted a placental relationship to the baby and to 
the mother. Practically all investigators agree as to this relationship and, con- 
sidering their common origin, this relationship would be naturally expected. 

Hereditary characteristics and environment play an important rdle in the 
development of the baby, and I see no reason why they should not affect the 
physical characteristics of the placenta as well. It would be interesting to know 
some of the physical characteristics of the father in this group and also of those 
mothers where the blood chemistry was not normal or where there was some 
endocrine disturbance. 


DR. LAWRENCE M. RANDALL, ROCHESTER, MINN.—Dr. Calkins has men- 
tioned the gain in weight of the mother during pregnancy. We are now making 
an attempt to correlate the mother’s and the baby’s weights, comparing the mother’s 
gain with the area of the placenta. We did not weigh the placentas and our data 
are still too incomplete to give final conclusions. 


DR. JAMES K. QUIGLEY, Rocuester, N. Y.—Does this series of cases take 
note at all of postmaturity? In 2 cases of unexplained stillbirths of large babies, 
postmature, the rather ingenious theory was propounded that the placenta was 
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insufficient for the size of the baby. I believe Dr. Calkins did call attention to the 
fact that the size of the placenta is not in proportion to the increase in the 


weight of the baby. 


DR. R. T. LA VAKE, MINNEAPOLIS, MiInN.—My own work in this field has 
aimed merely to find out whether the weight of the child was influenced by the 
size of the placenta or by the diet of the mother. I found that there was no 
correlation between the diet of the mother and the size of the child. Apparently 
the size of the child was correlated with the area of the placenta, but you could 
feed the mother almost on lettuce alone, and her baby and the placenta would be 
large or small, depending probably upon hereditary influences. In cases where 
much placental infarction was present, the babies were relatively smaller than in 
cases with equal-sized uninfarcted placentas. 


DR. CALKINS (Closing).—I am not prepared to discuss placental insufficiency 
either on the basis of size or of destroyed placental tissue by the formation of 
infarcts. We did have in this series one patient who went somewhat overtime ac- 
cording to her history, whose placenta was very small and whose baby was also 
very small, We felt that this perhaps was a ease of placental insufficiency, but 
so far as I am able to find in the literature there is no authentic entity of placental 
insufficiency on the basis of size. Adair, in his paper, noted that of a large number 
of stillbirths—small babies at or near maturity—the majority had placentas con- 
considerably under the average size. 


RESULTS WITH THE INTRAUTERINE STEM PESSARY 


Wituiam H. Were, M.D., C.M., F.A.C.S., CLEVELAND, OHIO 


(From the Department of Obstetrics and Gynecology of the Western Reserve 
University School of Medicine and the University Hospitals) 


i ioe presentation of this paper has been prompted by an apparently 
widespread opinion that a stem pessary is a very dangerous con- 
trivance and exceedingly likely to produce pelvic infection. 

On one oceasion a patient, on whom I had used a stem with only 
good results, was informed by another physician that I should not have 
used such a dangerous device and that my treatment approached mal- 
practice. It usually develops that such erities have had no personal 
experience with these pessaries, but are simply echoing a tradition 
handed down from a time when their limitations were not clearly de- 
fined and when bad results occurred from their injudicious use. 

In examining candidates for the National Board of Medical Registra- 
tion on the subject of gynecology, I have had the curiosity to ask many 
of them what they knew about stem. pessaries. The majority knew 
nothing at all. The others said either that they were a quack contra- 
ceptive device, or that they were used for dysmenorrhea but were very 
dangerous. The replies of these graduates of a number of medical col- 
leges may give some indication of the views of their different instructors. 

In our eagerness to try new methods we are prone to forget older 
well-tried ones that are still too valuable to be discarded. My results 
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with the stem pessary over a long period have been very satisfactory, 
and it has seemed to me worth while to discuss this subject, which may 
seem to many of you more suitable on a program of the early nineties 
than of today. 


Modern authorities express varying opinions about them, as a rule 
favorable, provided they be used with discretion. 


Child, in a contribution on sterility and conception (Gynecological and Obstetrical 
Monographs), condemns them in no uncertain terms and quotes Emmet of an earlier 
era to the same effect. 

Novak, writing on menstruation and its disorders in the same Monographs, is 
rather guarded in recommending them to relieve dysmenorrhea and says the principal 
objection urged against them is that they may cause a troublesome endocervicitis, 
He quotes Carstens and Beyea as advocating them. 

Graves, in his textbook, says, ‘‘The use of intrauterine pessaries is unsurgical in 
principle and may be foliowed by inflammatory processes in the tubes, of which we 
have observed two instances. Nevertheless, even with this risk, the procedure is 
considered justifiable and is very widely employed. It should be left in from six 
weeks to two or three months. ’’ 

Crossen advises the use of a stem in suitable cases. ‘‘After dilating and curet- 
ting, it is well to introduce a stem to maintain the opening over a period of one 
to several weeks. ’’ 

Bland, in his textbook, describes their use but warns that they cannot be em- 
ployed with impunity or carelessness and that they are not without danger. They 
are allowed to remain in for three or four months. 

Curtis says that for dysmenorrhea a most satisfactory procedure is thorough 
dilatation with insertion of a metal stem to be left in for six weeks. Complete 
cure results in more than 50 per cent of the cases and the majority experience 
considerable relief. 

C. Jeff Miller, in Curtis’ Obstetrics and Gynecology, says, ‘‘If a stem of the 
Baldwin type is used in connection with the operation of dilating and curetting, 
the percentage of good results is considerably improved. I have had personally 
from 50 to 60 per cent of permanent cures by this method, 40 per cent by plain 
curetting, and I have never seen infection follow its use in the properly selected 
cases, 


The purpose of the stem is to overcome a possible obstruction, first, 
by mechanically straightening out any flexion, and second, by maintain- 
ing the internal os and cervical canal somewhat dilated and patulous 
so long as the stem is worn, and to some extent this will usually be 
permanent. 

Its most important function is to stimulate the normal slow rhythmic 
contractions of the uterus, which induces a much better blood supply, 
the most rational treatment possible for a small poorly developed mus- 
cular organ. That the uterus is constantly working to expel the stem 
is shown by the way a suture, used to hold certain varieties of pessaries 
in place, will gradually cut through a wide area of dense cervical tissue. 
The improved blood supply is evident from the increased menses which, 
in a few eases, may become too excessive. 
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Menstruation is generally regarded as a response by the uterus to the 
stimulation of certain pituitary and ovarian hormones, and very little 
is said of any possible reciprocal action upon these glands by the non- 
pregnant uterus. In abnormal menstruation, good results often follow 
the administration of these hormones. When a patient with delayed 
or absent periods becomes regular simply by wearing a stem, the ques- 
tion arises whether this is due to increased production of such hormones 
from some stimulus arising in the uterus, or does the hormone supply 
remain unaltered and the uterus, by virtue perhaps of its improved 
nutrition, now respond to what was formerly an inadequate stimulus? 


In considering the use of a stem in a given ease, it is of course as- 
sumed that any other existing disabilities such as anemia, constipation, 
obesity, ete., are receiving proper attention, since they are often factors 
in causing dysmenorrhea. In this connection, endocrines may be indi- 
cated even if a stem be used as well. 

The ideal case for the use of a stem would be a young nulliparous 
woman with severe dysmenorrhea, or with scanty, delayed periods or 
even amenorrhea. Sterility in the married is also an indication. On 
examination she would show an undersized, movable, sharply anteflexed 
uterus with no suggestion of cervical or adnexal inflammation, and no 
history of previous pelvic inflammation. The age is important, for the 
younger the patient, the more likely is the uterus to resume its inter- 
rupted development. A rather similar anatomic condition may be found 
in hyperinvolution after delivery. 

The ideal case, however, is the exception. More often is found, in ad- 
dition to the anteflexion, an abnormal rigidity of the uterus so that 
attempts to move it in any direction cause pain. The uterosacral liga- 
ments are specially likely to be involved, particularly when an ante- 
flexion is combined with a retrodisplacement, the condition which Graves 
ealls a retrocession. Without an anesthetic it may be impossible to dis- 
tinguish this from a retroversion, for the uterus may be so rigid that it 
cannot be brought up sufficiently far to be palpated properly, and unless 
the abdominal wall be thin or the patient quite relaxed, the abdominal 
hand may be unable to feel deeply enough to discover that, although 
the uterus is far back in the pelvis, the fundus is actually sharply 
anteflexed. 

This rigidity is of the greatest importance, not only in these eases but 
in almost all pelvie conditions, and yet the textbooks are strangely 
silent about it and little advice is offered as to how it may be corrected. 
In fact the rigidity may be a more important factor in causing the dis- 
ability than the aplasia and anteflexion. Certainly I have effected a 
cure, or marked improvement, of menstrual pain in some eases by sim- 
ply mobilizing a rigid uterus. The cause of this rigidity is often ob- 
scure. There may be nothing found to suggest an infective origin. In 
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some eases a cervicitis may be the cause, and it is surprising how often 
a marked cervieal erosion will be found in anteflexions in virgins in 
their teens. The question then arises, may this be due to faulty drain- 
age due to the anteflexion. I think it may be at times and do not there- 
fore consider an erosion of the cervix as a contraindication to the use 
of a stem. Many times I have seen it clear up with the stem in situ. If 
it persists it may be treated on the subsequent office visits with silver 
- nitrate or light cauterization without disturbing the stem. 

The rigidity in many cases, even in young individuals, is undoubt- 
edly due to endometriosis. It may be impossible to prove this without 
an abdominal operation but I am convinced the condition is far more 
common than is generally suspected or than the pathologie reports on 
tissues removed at operation would indicate. 

This discussion of pelvie rigidity and endometriosis leads up to the 
question whether a stem should ever be used when there is evidence of 
any pelvie inflammatory process. The presence of such a condition or 
even the history of a previous attack of inflammation is always given as 
a positive contraindication for the use of a stem. Endometriosis may 
produce an inflammatory reaction with thickening and adhesions, but 
this need not be an infective process but more a chemical irritation from 
repeated small areas of hemorrhage. True, a bacterial infection may be 
superimposed, as is sometimes found in infected chocolate cysts, but 
this is exceptional. A suspected endometriosis, even with apparent ad- 
hesions of the lateral structures, has therefore not prevented my using 
a stem in many such eases, provided I felt reasonably certain the in- 
flammatory process was neither puerperal nor gonorrheal in origin. 

The stem pessary is a valuable aid in another class of cases in which 
there may or may not be dysmenorrhea or irregular periods, viz., retro- 
displacements that one attempts to cure by the use of a retroversion 
pessary. <A flabby atonic uterus may double back upon itself even if 
the cervix be held well back in the posterior fornix with a Smith pes- 
sary. A stem within the uterus will generally prevent this and improve 
the tone of the muscle. In nervous or very fat patients the replacement 
originally may prove very difficult, and on later examinations it may 
be hard to determine whether the uterus is still in good position. With 
a stem in the uterus the location of the fundus may be easily determined 
merely by palpating with one finger the vaginal end of the stem. If the 
uterus is not in normal position, the stem will prove a great aid in its 
replacement. 

The stem is of decided value in sterility, especially when this seems 
due to an aplastic uterus. So many factors enter into the question of 
sterility that it is impossible to determine how much eredit should be 
given the stem when pregnancy follows its use. 

A stem pessary may be used as a contraceptive device, but there are 
other satisfactory and less risky methods available. However, in four 
patients, for varying periods of time, I have used one for this purpose. 
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Three of these, prior to marriage, had already worn a stem to cure dys: 
menorrhea, with good results. In each case I employed it as a contra- 
ceptive under protest and insisted that the patient assume all responsi- 
bility for any untoward result. Fortunately none occurred. In this 
connection, it is of interest that one of my patients, not in this series, 
became pregnant while wearing a stem to cure dysmenorrhea. The 
stem was at once removed and the pregnaney proceeded normally for 
two months longer when she miscarried, apparently due to a bad fall. 

A general anesthetic is advisable for the curetting and insertion of 
the stem. Lately, I have been using evipal intravenously. It operates 
very rapidly, inducing a deep anesthesia of brief duration, though long 
enough to carry out the whole procedure. <A careful bimanual examina- 
tion is first made. The pelvie organs should then be thoroughly mobi- 
lized by massage and stretching of all the ligaments so that the uterus 
ean be moved freely in every direction and ean be brought into per- 
fectly normal position under no tension. In very rigid eases, a large 
size Hegar dilator within the uterus will aid greatly; with it the uterus 
may be moved safely and forcibly in any direction at right angles to the 
long axis of the dilator. The cervix should be very thoroughly dilated. 
If the internal os be very rigid and narrow, a few shallow radiating 
incisions in it are helpful. A ecuretting should be done, for the endo- 
metrium may be abnormal and at least it ean do no harm. <A stem pes- 
sary about one-half inch shorter than the total length of the uterus, is 
then introduced. Many different types have been devised from a simple 
short piece of glass rod to more complicated forms. My own prefer- 
ence is for a metal stem of the Carstens type, resembling the Chamber- 
lin stem. Both have divergent arms that spring apart within the corpus 
after introduction to prevent their falling out. However, I always bend 
these arms close together to facilitate the removal of the stem. With an 
anteflexion, the cervix is practically always in the axis of the vagina 
instead of pointing backward as it should. When the flexion is straight- 
ened out by the stem, the cervix, being the more fixed part of the organ, 
nearly always remains in its faulty position while the more movable 
fundus will be carried backward. The long axis of the stem will then 
lie in the axis of the vagina, and most types of pessaries are likely to be 
forced out of the uterus by its contractions. By placing a Smith retro- 
version pessary in the vagina, the uterus is held in normal position and 
the vaginal end of the stem lies at right angles to the posterior vaginal 
wall, which will prevent the expulsion of the stem. 

After-Care: The patient usually leaves the hospital the day follow- 
ing the operation. If there is much soreness following the mobilization 
of a rigid uterus, she may remain a second day and very rarely a third. 

She is told to report any unusual pain or bleeding, otherwise to come 
to my office in two weeks. The Smith pessary is removed at each office 
visit for an inspection of the posterior fornix for possible irritation. 
The stem is not disturbed. She is seen again usually at the end of the 
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second, fourth, and sixth month and at this last visit the stem and Smith 
pessaries are both removed. If there were a retroposition originally, the 
Smith pessary is left in six months longer, or even indefinitely if the 
retrodisplacement tends to recur. 

As a rule the patient is comfortable within twenty-four hours or less, 
and in a day or so may earry on her usual activities. Many of the hos- 
pital nurses upon whom this procedure was carried out were back on 
duty three days later. Occasionally, she will have intermittent attacks 
of cramps which, in most cases, can be controlled by a sedative. They 
tend to become less frequent and milder until they cease entirely. Very 
rarely, however, the pain may be so persistent that the stem must be 
removed. 

The amount or duration of the period is usually increased, sometimes 
so that some styptic, as hydrastis, may be required and rarely the flow 
may be so profuse that the stem must be removed. 

In removing the Smith pessary at each visit the stem may be pulled 
out with it. This happens very rarely but if so the stem is sterilized 
and immediately replaced with no difficulty. It may even be possible, 
in the office, without any anesthetic or dilatation, to replace a stem that 
had been removed weeks or even months previously. 

The full benefit of the stem may not be realized until after its removal, 
for its presence incites contractions and these may still cause some pain 
at the period, but rarely as severe as originally. 

A permanent anatomic correction of the anteflexion cannot be ex- 
pected, even if the stem be worn for six months. So long as it is in posi- 
tion, the uterus may be perfectly straight ; when it is removed the flexion 
recurs to a certain degree, even if the symptoms have been completely 
relieved. Apparently nothing but going through a pregnancy and de- 
livery, or having a plastic operation, will permanently correct the flex- 
jon anatomically. Probably only occasionally is the dysmenorrhea due 
to an actual obstruction by the flexion preventing the escape of the 
menses, for the internal os may be quite patulous and the cramps may 
be severe for hours or even days before there is any trace of bleeding. 

The following results were obtained by the use of a stem pessary, fol- 
lowing a dilatation and curetting, in 318 consecutive cases during the 
fifteen years from 1920 to 1935 inclusive. All were private patients, 
their histories were taken by me, and they were under my personal care 
afterward ; progress notes were recorded on their histories at every visit. 

During this fifteen years, I used a stem in 210 additional cases which are not 
included in this summary. They represent staff cases in the hospital, a considerable 
number of nurses in the training school, and a few private patients who married 
subsequent to the operation and whose histories are filed under their new names 
and could not be located. The follow-up in most of these additional cases was done 
by others and the records are not as complete as in the series I report. 


In 234 patients, the chief complaint was dysmenorrhea. Of these, 153 or 65 
per cent, obtained practically complete relief; 46, or 19 per cent, were partially re- 
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lieved. In 19, or 8 per cent, the relief was not realized fully till after the removal 
of the stem. No relief was obtained in 16, or 6.8 per cent. A number of this last 
group had unusual complications such as uterine fibroids, cystic ovaries, ete. 

Sterility was complained of in 150 cases, usually with dysmenorrhea as well. 
Without a complete follow-up, 48, or 32 per cent, are known to have become pregnant. 
It is impossible to say how much credit is due the stem in these cases, but I think it 
certainly helped. 

Marked irregularity of the periods, from every two weeks to every three months 
occurred in 19 cases. Of this number, 11 had regular periods for as long as two 
years after operation. 

Seven patients had amenorrhea. One, aged twenty-two had never menstruated 
but became perfectly regular after the use of a stem. Five had periods of amenor- 
rhea of three to six months and three of these became regular. 

The stem was left in the uterus for at least six months in 289, or 91 per cent. 
In two, the uterus expelled it and it lay free in the vagina. It had to be removed, 
rarely earlier than one month after operation, in 28 cases, for the following reasons: 
In 25 on account of excessive bleeding or intermittent cramps, or a combination of 
both. In one case with local vaginal irritation. In one case it was at once re- 
moved when the microscopic examination of the curettings showed some suspicion 
of early carcinoma, but two years later she was perfectly well and her periods were 
normal, In two, it was removed for apparent pelvic infection, the only ones show- 
ing a major complication in this series of 318 cases. 


Case 1.—J. B., aged thirty-six years, married nullipara, seen first in January, 
1920, complained of severe dysmenorrhea and slightly irregular periods. She again 
consulted me for the same symptoms four and one-half years later. In the interval 
she had had a curetting by another doctor and this gave her relief for one and 
one-half years. No history of any previous inflammatory attack was elicited 
and the pelvis showed merely a small anteflexed uterus. As the first curetting 
had given such good results, she was advised to have this repeated with the use 
of the stem as well. This was done one week later, Sept. 29, 1924, at wich 
time a small supposedly follicle cyst was made out in the left ovary. Following 
the operation, she had a slight rise of temperature but no pain or tenderness 
until nine days later when she had quite severe pain in the left side. She, her- 
self, pulled out the Smith pessary to get relief and the stem came out with it. 
Further questioning now revealed a history of an attack of ‘‘inflammation’’ 
seventeen years previously which subsided under local treatment. A tender mass 
was now found in the left pelvis, apparently inflammatory but without fever. 
This rapidly increased in size to the level of the navel and exactly three months 
after the curetting an abdominal operation was performed, revealing not an in- 
flammatory mass but a papillary cystocarcinoma of the left ovary, the right ovary 
being normal. Both ovaries were removed. In spite of radium and x-ray treat- 
ment, she died more than three years later from metastatic carcinoma of the 
bladder. The curetting and use of the stem may have stimulated the activity 
of this cancer but could hardly have caused it. 


CASE 2.—R. M., aged twenty-four years, married six months but not yet pregnant, 
had always had severe dysmenorrhea and scanty periods. In the previous five 
months she had had two attacks of probable appendicitis with lower abdominal 
pain, especially on the right, with fever and vomiting. She was distinctly tender 
over the appendix and the pelvis seemed normal. No infection was found in the 
urethra, Skene’s or Bartholin’s glands. Operation July 27, 1921, dilatation and 
curettage, stem and Smith pessaries, apperdicectomy. There were many old and 
also some recent adhesions between the appendix and cecum and binding the 
latter firmly to the lateral abdominal wall. The pelvic organs were normal except 
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for a few very delicate adhesions on the left side, the tube appearing normal, 
Convalescence was uneventful. The following period was rather prolonged but 
with only slight cramps. Three months after operation, definite pelvic infection 
developed and the stem was removed. The inflammation soon subsided under 
palliative treatment. She was last seen nine months after the operation free of 
pain but with a slightly cystic and tender left ovary. Later attempts to reach 
her with letters have failed. 

A stem pessary has been used by me in a total of 882 cases, 318 of which are 
here reported. No examination of the records of the others has been made but 
I can recall but one serious complication, the development of pyosalpinx two months 
after the removal of the stem. Probably the stem was not responsible in this case, 

The clinical results obtained in this series are comparable with those reported 
by others. The main purpose-of this communication is to emphasize the relative 
freedom from serious complications in spite of the fact that the stem was used 
oceasionally in connection with an abdominal operation and in many cases that 
showed definite pelvic inflammation, endometriosis, erosion of the cervix and tibro- 
myomas all of which are generally considered contraindications for its use. 


10515 CARNEGIE AVENUE 


ABSTRACT OF DISCUSSION 


DR. R. T. LAVAKE, MINNEAPOLIS, MINN.—The value of the stem pessary is 
so great that we should not allow it to go from the knowledge of our younger 
men because of any exaggerated fear of its dangers. The results of its use, after 
every other treatment has failed, are sometimes well-nigh miraculous. Most 
opinions adverse to the pessary are founded on lack of experience. Many of our 
outstanding men in evaluating untoward cases that have come to their attention 
do not seem to have sufficiently considered the improper conditions attending its 
use in point of pathology and asepsis. 

I am quite surprised nevertheless at the frequency with which Dr. Weir, with 
all his care and conservatism, has felt called upon to use the intrauterine stem 
pessary. The stem pessary has been the most infrequent type of therapy that I 
have been called upon to adopt for dysmenorrhea. When I am called upon to use 
a stem pessary, I always wonder in fact if J have omitted some other form of 
treatment of less potential danger. 

What are the conditions that we should demand before making use of the 
stem pessary? In addition to eliminating concealed pelvic infection, we should 
demand a normal cervical and vaginal smear. One condition that I insist upon 
before using a stem pessary is that there must exist a thorough understanding 
with the patient that there shall be no intercourse during the wearing of the 
pessary and no nonaseptic vaginal entrance of any kind. I believe this to be 
of great importance because, on analysis, in all the untoward results obtaining 
in the experience of my colleagues and in my observation, this interdiction had 
not been made or followed. 

Dr. Weir’s warning in regard to the inefficiency and danger of using the stem 
pessary as a contraceptive is very timely. It is amazing what intrauterine con- 
traptions are being advertised and not infrequently used for contraceptive purposes. 


DR. J. W. KENNEDY, PHILApELPHIA, PA.—For a number of years I had been 
using the indwelling stem pessary for dysmenorrhea in the undersized hypo- 
plastic uterus with excellent results, but discontinued its use on account of having 
operated upon two patients for tubal infection who had previously been treated 
for dysmenorrhea by the insertion of the stem pessary. I now feel that the 
tubal infection had probably existed before the patient had the stem pessary 
inserted. 
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The patient does not experience the painful menstrual period on account of the 
supposed stenosis of the cervix, but the dysmenorrhea is due to the hypoplastic 
undersized anemic organ. [I have previously called attention to the fact that the 
cervix of the hypoplastic uterus is never stenosed but, indeed, is more patulous 
than the normal organ and for this reason dilatation does not often relieve the 
symptoms. Dilatation of the cervix for relief of the dysmenorrhea has in fact 
a very narrow ficld of usefulness and may be advised only in those conditions 
where we are dealing with spasmodic contraction of the cervix. That the uterus 
does increase in size after the insertion of the stem pessary has been my experi- 
ence, and is due to the constant effort of the uterus to expel the foreign body 
resulting in the increase in size and circulation of the uterus and thus a relief 
to the anemic dysfunction of the uterus. 


DR. GEORGE F. PENDLETON, Kansas City, Mo.—The obstetrician is accus- 
tomed to go to great extremes in the protection of a patient. I am often 
momentarily discouraged when the Wassermann test has to be done upon a 
hundred patients before a positive reaction shows up in one. You will probably 
say, and I agree with you, that it is worth while to catch the one case in a 
thousand to safeguard life and health even though we saddle a useless $5.00 
charge on the 999 well patients as we must do in Kansas City. 

Now here are some 300 cases with very few known infections, but we cannot 
rule out the possibilities of hidden or latent tubal or uterine infection. If my 
logic applies to protection of a patient to the thousandth degree with the Wasser- 
mann reaction, why does it not apply in the same degree to the stem pessary, 
with its possibility of reducing the patient to a state of chronic invalidism more 
frequently than the hundredth degree? Why protect a woman to an extreme 
degree in one way if you do not expect to carry the same degree of care in all 
other ways. 


DR. WEIR, (Closing).—As was pointed out, an actual obstruction to the 
menstrual flow in these anteflexions of the uterus is seldom a factor in causing 
the pain, since the cramps may begin hours before there is any suggestion of 
bleeding, and even when the anteflexion is extreme, the internal os may be per- 
fectly patulous. The purpose of the stem is not so much to overcome any 
obstruction as to induce a better blood supply to a poorly developed uterus. 

Forbidding intercourse to patients wearing stem pessaries has never seemed 
necessary to me, and it would be very difficult to enforce such a rule. 

Whether a given surgical procedure should be abandoned because a bad result 
may occur occasionally, depends upon one’s personal viewpoint. Take for instance 
a patient having considerable pain from a chronic salpingitis, a condition that 
will not prove fatal. Shall we allow her to continue suffering and advise against 
an operation because in a series of such patients operated upon, an occasional 
patient may die as a result of some complication beyond our control, such as 
pulmonary embolus? Personally I believe the patient should be advised to assume 
some risk for the prospect of being cured. The only patient in this series who 
had a bad result that might be charged to the stem, was the one operated upon 
for a recent appendicitis. In this instance, it seemed to me that, without risk, the 
severe dysmenorrhea might be cured by inserting a stem at the same time the 
quiescent appendix was removed. The complication that resulted was unfortunate 
but not very serious and to offset this bad result are the large number in 
whom no complication resulted and the outcome was most successful. 


RECENT EXPERIENCE WITH A NEW CLASSIFICATION OF 
PREGNANCY COMPLICATED BY HYPERTENSION 
AND ALBUMINURIA 


Foster 8. M.D., Jupson A. Smiru, M.D., 
Harotp M. Tren, M.D., anp Duncan E. Rew, M.D., 
Boston, Mass. 

(From the Clinic of the Boston Lying-In Hospital and the Department of 
Obstetrics, Harvard Medical School) 

IX years have elapsed since one of us (F.S.K.) presented to this 

society a résumé of the 1,100 patients who had passed through the 
toxemie clinie of the Boston Lying-In Hospital up to 1930, and at- 
tempted to correlate our classification of these cases with the Williams- 
Stander classification. 

Criticism by Dr. James A. Davis was impressive.t He said both 
classifications failed to give proper consideration to the medical and 
pathologic knowledge of the vascular system, including the kidney. 
Work of others, before and since this time, served to confirm the cor- 
rectness of this view. Corwin and Herrick and Tillman were in par- 
ticular convineing.” * 4 

In January, 1935, it became possible to reorganize our clinic on a 
full-time basis, with follow-up facilities. We report the results of 
observation of patients for eighteen months from that date under a 
newly arranged diagnostic index which we herewith present. 


COMMENT ON CLASSIFICATION 


The study of hypertension and albuminuria and their association with 
cardiovascular and renal disease has revealed certain specific etiologic 
agents, but many of the causative factors are still unknown. This would 
appear particularly true as regards those processes which produce per- 
manent vascular damage. It is a natural supposition that pregnancy 
may play such a réle. One may say this for two reasons: First, hyper- 
tension with or without albuminuria is more common in the female than 
in the male; the ratio has been reported as high as 3:1. Second, hyper- 
tension and/or albuminuria are complications encountered in 5 to 10 
per cent of all pregnancies. In an effort to determine the effect of hy- 
pertension and albuminuria of pregnancy upon preexisting vascular or 
renal disease, or the ability of the former to initiate such processes in 
a hitherto normal individual, one must divide ‘‘toxemic’’ patients into 
two main groups. 
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Group A: Those patients with evidence of cardiovascular or renal disease prior 
to the onset of pregnancy. Such evidence is conclusive if established before the onset 
of pregnancy. It is presumptive if hypertension and/or albuminuria are present 
before the twentieth week of pregnancy. 

Group B: Those patients who present no evidence conclusive or presumptive 
of cardiovascular or of renal damage prior to the onset of and through the twentieth 
week of pregnancy. By this definition, it is seen that we regard albuminuria or hyper- 
tension appearing for the first time in a patient after the twentieth week of her 
pregnancy as resulting only from her pregnant state. Exceptions to this arbitrary 
division occasionally oceur. 


We have elected to index cases in which there is conclusive or pre- 
sumptive evidence of a disease independent of pregnaney (Group A) 
under the classification as proposed by Fishberg.® Modifications are 
necessary to make it suitable to the pregnant state. The following 
groups, in order of frequency, are to be considered (Table I). 

Group A: I. Nephropathies Associated With Arterial Vascular Dis- 
ease.—Many of the cases of hyperpiesis seen in pregnancy are nothing 
more or less than essential hypertension. The latter occurs in the benign 
and malignant forms. The former is characterized by the presence of sys- 
tolie and diastolic blood pressures above normal in the absence of posi- 
tive urine findings or renal impairment. It occurs more often in pa- 
tients with positive family histories of hypertension, and also with 
increasing frequency after the third decade of life. The heart may 
or may not be enlarged. Arterial pathology can best be demonstrated 
in the retina as shown by slight caliber changes to definite retinal 
vessel sclerosis. Such patients carry their hypertension over a period 
of years and may succumb to cerebral hemorrhage, cardiac failure, or 
rarely renal insufficiency. The malignant form occurs infrequently. 
Those patients reveal many of the above findings, and in addition, show 
rapidly progressive hypertension associated with necrotizing arterio- 
litis which is clinically manifested by typical changes in the ocular 
fundi and rapidly progressive renal decompensation. This form tends 
to occur in younger individuals than the benign type. Since this is so, 
and because of its prognostic significance, further experience may dem- 
onstrate this to be an extremely important group for study. 

In the hypertensive group of patients who are allowed to continue 
with pregnancy, certain individuals will show increasing hypertension 
and albuminuria with or without symptoms. Whether this is super- 
imposed preeclampsia is difficult to say. Also, there is the occasional 
patient in this group who may present other features associated with 
hypertension, i.e., hypertensive encephalopathy or even uremia with 
associated convulsions or coma. Such patients are on occasion mis- 
takenly diagnosed as eclamptics. Cardiac failure is encountered, but 
is rare. 
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II. Inflammatory Nephropathies, 1.e., Nephritis—Here one may en- 
counter a definite prepregnancy history of acute or subacute glomerulo- 
nephritis, or perhaps a story of ‘‘kidney trouble’’ following an acute 
infectious process. Such patients show edema, albuminuria, hematuria, 
and hypertension which may occur together or alone. These may be 
persistent or transient. Renal function is not infrequently impaired, 
but may be compensated. The urinary sediment usually contains casts 
and red blood cells. Severe cases may show progressive renal failure 
with nitrogen retention, vascular damage, and characteristic changes in 


the ocular fundi. 
There are two types, focal and diffuse : 


A. The focal is rarely complicated by the pregnant state. There are several 
etiologic agents such as the emboli of bacterial endocarditis and the glomerulo- 
nephritis associated with certain septic processes. The absence of hypertension and 
edema is characteristic in these cases. 

B. The diffuse type may be acute or chronic. The former may occur incidental to 
pregnancy, but is, no doubt, rare. The chronic phase is more commonly encountered 
as a complication of pregnancy. Whether the diagnosis during pregnancy is acute 
glomerulonephritis or an exacerbation of the chronic phase is at the time academic 
and of little clinical significance as regards the immediate treatment. 

Since the chronic form may present varying amounts of renal damage with 
exacerbations of renal insufficiency, it gives rise to many diagnostic difficulties. This 
is particularly true if the patient is first observed after the twentieth week of preg- 
nancy. Many patients with this disease have completely compensated renal function. 
However, the added load of pregnancy may produce varying degrees of kidney 
failure. The more severe forms are usually recognized early in pregnancy and appro- 
priately treated. However, patients with minimal or subclinical chronic nephritis may 
not show evidences of renal insufficiency until after the twentieth week of pregnancy. 
In these patients the differential diagnosis between chronic glomerulonephritis and 
preeclampsia appears to us on occasion to be impossible as the problem now stands, 
because all of the kidney function tests are of value only in the presence of moderate 
or severe renal insufficiency. The actual measurement of kidney reserve would be of 
aid. If the correct diagnosis could be made during pregnancy, it would be extremely 
valuable for the intelligent handling of such patients. Only in the follow-up of 
these patients can the ultimate diagnosis be made. 

It is our impression that the milder types of chronie glomerulonephritis often 
progress to a successful termination of pregnancy. However, we would also emphasize 
that there is an occasional patient in this group who may for the first time, late in 
pregnancy, show severe renal insufficiency with uremia associated with convulsions 
and/or coma. That such a patient has occasionally been mistakenly diagnosed as an 
eclamptie there can be no doubt. 

C. Under the inflammatory nephritides we would add pyelonephritis, which may 
oceur in the acute and chronic form. From many sources®, 7 attention is being called 
to this type of kidney pathology. It is a neglected cause of hypertension which is 
frequently associated with renal failure. As a complication of pregnancy, doubtless, 
too little attention has been paid to it in the past, and we would emphasize the need 
for more careful study of this group of cases with a view to a clearer understanding 
of the relationship between urinary tract infection and the ‘‘kidney of pregnancy.’’ 
So-called pyelitis is a frequent complication of pregnancy, ante- and postpartum. 
It seems certain that a number of these patients develop, or have developed, prior 
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to the appearance of the ‘‘pyelitis’’ an infection of the true kidney parenchyma, 
which results in permanent renal damage. In the acute stage of pyelonephritis, the 
clinical course may simulate severe pyelitis with or without renal failure which is 
usually transient. The amount of permanent kidney damage is quite variable as the 
disease enters the chronic stage. Here the differential diagnosis from chronic 
glomerulonephritis is difficult. The presence of infectious elements in the urinary 
sediment in chronic pyelonephritis in contrast to the meager or absent hematuria is 
most important. Pyelography may be of some assistance. The routine kidney 
function tests and blood chemistry are of value to determine the amount of kidney 
impairment. 


III. Degenerative Nephropathies, i.e., nephroses, are characterized by 
marked edema and albuminuria with absence of hypertension and hema- 
turia. Certain definite causes are many times present, as chemical 
poisoning, bacterial toxins, obstructive jaundice, ete. In the presence of 
such known facts a diagnosis of nephrosis is tenable. There are special 
forms of nephrosis, such as the amyloid type, usually associated with 
long-standing suppurative processes. Lipoid nephrosis is also encoun- 
tered, but is rare in adults. 

Eclampsia is classified by many as a special type of nephrosis. How- 
ever, with the clinical evidence at hand and the rather clear-cut patho- 
logic picture, we must believe for the present that the disease is peculiar 
and related only to pregnancy. For classification purposes, we have 
removed it from the nephroses and given it a separate entity in Group B. 

We believe that the diagnosis of nephrosis during pregnancy is an 
extremely hazardous one. Certain findings in this disease may be 
found in the normal pregnant patient, namely, high cholesterol values 
with lowering of the serum proteins of the blood and the occurrence 
of doubly refractive lipoid bodies in the urine. It would appear that 
until knowledge has increased, one should separate into two groups 
patients who present this clinical picture of marked edema and albu- 
minuria without hypertension or evidence of renal failure: 

1. Those patients who present such a picture prior to the twentieth week of preg- 
naney should be considered as having chronic glomerulonephritis without renal 
failure, or perhaps, chronic glomerulonephritis with a nephrotic syndrome. As we 
have previously stated, we believe it is not unlikely that there is an occasional patient 
with minimal or subclinical chronic glomerulonephritis who, when exposed to the added 
load of pregnancy, may present such a picture. 

2. Those patients who develop such a picture after the twentieth week of preg- 
nancy may be called mild preeclamptics, i.e., preeclampsia Grade 1. 

The differential diagnosis in these borderline patients is difficult and at times im- 
possible. Only in the follow-up of such patients can the final and correct diagnosis 
be made. 


Group B: We have further elected to index those cases in which there 
is no conclusive or presumptive evidence of a disease independent of 
pregnancy, as heretofore defined, as follows: Preeclampsia Grade 1, 
preeclampsia Grade 2, and eclampsia. 
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Preeclampsia Grade 1: Cases with hypertension and/or albuminuria without 


other symptoms or signs. 

Preeclampsia Grade 2: Cases with hypertension and albuminuria together with 
some or all of the signs and symptoms commonly attributed to the preeclamptic state, 
ie. edema, headache, eye signs and symptoms, nausea or vomiting, alterations in 
metabolism and blood, irritability and/or lethargy and epigastric pain. 

Eclampsia: Cases identical with preeclampsia Grade 2 but with convulsions in 
addition, or occasionally without convulsions when such a patient, dying in coma, 
shows findings at autopsy identical with those of eclampsia. 


Preeclampsia Grade 2 and eclampsia require little comment. They 
here agree with the present commonly accepted definitions. We have 
stated our reasons for preferring not to consider them under the head 
of nephroses. We bear in mind the identical picture of convulsions in 
eclampsia and in hypertensive encephalopathy, either of acute glom- 
erular nephritic background or of essential hypertensive background. 
We have seen cases in which on evidence of history, clinical course, 
and, on occasion, blood chemistry, the eclamptic state seemed super- 
imposed on essential hypertension, on chronic glomerular nephritis, or 
on chronic or acute pyelitis or pyelonephritis. Because of these facts, 
it seems reasonable to conclude that at times the accurate diagnosis 
of eclampsia, short of autopsy, is not simple. We believe further care- 
ful observation of cases will show the need for combined indexing. 

Preeclampsia Grade 1 is a more debatable entity, as we have defined 
it. It includes many of the so-called ‘‘low reserve kidney’’ cases of 
the Williams-Stander classification as well as some of those we have 
hitherto classified as ‘‘recurrent toxemia.’’ We have adhered to the 
term preeclampsia because in our experience any pregnant woman 
with hypertension and/or albuminuria may rapidly, or more slowly, 
approach eclampsia. The ‘‘low reserve kidney’’ patient is counted 
on not to do this. _Moreover, follow-up of patients in this group tends 
ultimately to disclose many as essential hypertensives and some as 
probable or definite cases of chronic glomerular nephritis. It is in this 
fact that we have encountered in practice the most decided objection 
to our definition of this group. A negative history in a patient who is 
first seen late in pregnancy forces us by our definition to include in 
this group many cases strongly suspicious of disease independent of 
pregnancy. We do this and trust that subsequent observation in the 
present pregnancy, interval follow-up study, and behavior in future 
pregnancy will permit a correct indexing. . 

This paper deals with the classification purely as a preliminary re- 
port. No attempt is made to correlate the causal relationship of preg- 
nancy complicated by albuminuria and hypertension with initial or 
subsequent cardiovascular-renal damage. The time elapsed is too 
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short, and, in many instances, the number of cases reported is too 
small to do this. The cases represent, for the most part, the initial 
diagnoses. The final and correct diagnosis has ultimately to be made 
in these patients. 


The total number of cases presenting albuminuria and/or hyper- 
tension (excluding acute pyelitis) for an eighteen-month period, be- 
ginning in January, 1935, was 552. The total number of patients 
delivered was 5,497, an incidence of slightly more than 10 per cent. 


In Group A the total number of cases was 61. They were classified as follows: 
Benign form of essential hypertension 45 cases (Table II); malignant form of 
essential hypertension 7 cases; chronic glomerulonephritis 4 cases; pyelonephritis 5 
cases, including 1 case proved at autopsy. In the benign hypertensive group, the 
fetal mortality was 33.3 per cent, accounted for mostly by the interruption of 


pregnancy before viability (Table IIT). The clinical findings necessary to determine 


TABLE II. BENIGN HYPERTENSION—45 CASES, PATIENTS 


AGE PARA I II-III Iv-V VI PLUS TOTAL 
Through 20 1 0 0 0 1 
21-24 1 0 0 0 1 
25-29 3 2 2 1 8 
30-34 0 9 
35-39 1 7 4 6 18 
40 and over 0 2 1 4 8 
Total i 19 7 uP. 45 


TABLE IIT.* BENIGN HYPERTENSION. INFANTS 


LESS THAN 6 LB. 


4-5 5-6 LB. TOTAL TWINS TOTAL 
Infants born 14 4 4 23 45 0 45 
Stillborn 3 0 0 il 4 0 4 
Neonatal death i i 0 0 2 0 2 
Nonviable 9 0 0 0 9 0 9 
Per cent mortality 92.9% 25.0% 0.0% 44% 33.3% 0.0% 33.3% 


*Infants discharged living, 30. 


which of these patients should be allowed to continue their pregnancies are not clear 
in our minds. It would appear, however, that given a sufficient series with proper 
clinical data (such as kidney function tests, seven-foot heart plates, and examina- 
tion of the ocular fundi) correlated with the amount of hypertension, one might 
formulate more definite criteria for continuation of pregnancy without jeopardy 
to the baby or undue aggravation of the mother’s hypertension. In this series, one 
can say that in the milder type of hypertension the outlook for the infant is good. 
How often the hypertension is permanently aggravated, we are not prepared to say. 

In patients in whom the diagnosis of chronic nephritis, pyelonephritis, and 
malignant form of essential hypertension was made, the infant mortality was high 
because of intrauterine death or operative interruption in the early months of 
pregnancy. 

In Group B there were 414 cases of preeclampsia Grade 1 (Table IV). There were 
409 babies discharged well. The twin incidence was 2.82 per cent. The uncorrected 
fetal mortality was 4 per cent (Table V). 
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In the severe preeclamptic group (preeclampsia Grade 2), there were 65 patients 
with 54 babies discharged well (Tables VI and VII). The twin incidence was 12.3 
per cent. The uncorrected fetal mortality was 26 per cent. In this group, in many 
instances, pregnancy was interrupted irrespective of the stage of gestation, to avoid 
the complication of eclampsia. 


TABLE IV. PREECLAMPSIA GRADE I. 414 CASES, PATIENTS 


AGE PARA I II-III VI PLUS 


Through 20 2 
21-24 23 
25-29 oS 33 
30-34 2% 37 
35-39 é 20 
40 and over 7 
Total 189 122 


TABLE V.* PREECLAMPSIA GRADE I. INFANTS 


LESS THAN = 6 LB. ra 
4 in 4-5 LB. 5-6 LB. PLUS TOTAL TWINS TOTAL 


Infants born 356 414 12 426 
Stillborn § 2 9 14 0 14 
Neonatal death 1 3 0 3 


Per cent mortality 75.0% 20.0% 4.6% 2.6% 4.0% 0.0% 4.0% 
*Infants discharged living, 409. 


TABLE VI. PREECLAMPSIA GRADE II. 65 CASES, PATIENTS 


AGE PARA I II-III I VI PLUS TOTAL 


Through 20 6 6 
21-24 11 
25-29 8 16 
30-34 18 
35-39 9 
40 and over d : 5 
Total 65 


TABLE VII.* PREECLAMPSIA GRADE II. INFANTS 


LESS 
THAN 4 LB. 
Infants born 15 F 16 21 65 8 73 
Stillborn 6 0 a 11 0 11 
Neonatal death 4 g 0 1 7 0 a 
Nonviable I 0 0 1 0 1 
Per cent mortality 73.38% 23.5% 0.0% 16% 26.0% 0.0% 26.0% 


*Infants discharged living, 54. 


5-6 LB. 6 PLUS TOTAL TWINS TOTAL 


There were twelve cases of eclampsia. The babies were of secondary consideration. 
This resulted in a high infant mortality. 


In Groups A and B, there will eventuate patients with persistent hypertension 
with or without renal damage. Evaluation of the effect of pregnancy upon these 
patients will depend upon the past history prior to pregnancy, combined with the 
clinical course ante- and postpartum. Upon this basis only can a true concept be 
formed as to whether pregnancy initiates permanent renal and vascular damage or 
accelerates these if preexisting. 


TOTAL 
1 0 29 
0 0 98 
8 1 101 
12 14 88 
16 30 70 
4 17 28 
41 62 414 
— 
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SUMMARY 


We present a preliminary report of eighteen months’ study of pa- 
tients passing through the reorganized toxemia clinic of the Boston 
Lying-In Hospital. 

We have used a new classification aimed to be all-inclusive when 
necessary by cross-indexing (Table I). It has for its primary concept 
the division of all cases into two great groups: (A) Those presenting 
certain or presumptive evidence of disease independent of pregnancy; 
(B) those presenting no such evidence. 

Group A is classified on the basis of the Volhard and Fahr elassifica- 
tion of the nephropathies, modified to suit our idea of the needs in preg- 
nancy. This is not our original classification,® but experience led us to 
accept it as most satisfactory. 

Group B is the commonly accepted one of preeclampsia and eclampsia 
(well ealled the ‘‘eclamptie state’’ to emphasize identity) with a debat- 
able group called preeclampsia Grade 1. We have discussed the limita- 
tions of this group. 

CONCLUSION 


The figures reported above are of little value in themselves because 
of the small amount of material. It is to be borne in mind that the 
question of classification of these cases is not only of academic inter- 
est, but is of primary importance clinically; not pure eclampsia alone 
makes up the large maternal and fetal mortality assigned to this 
group. Which of these patients can be carried through pregnancy 
with a fair prospect of a baby and without permanent vascular and 
renal damage is not certain. Every one of us proves this for himself 
with annoying frequency. We interfere when we should not, and we 
do not interfere when we should. Our small figures are presented only 
to illustrate the problems we have discussed. By the end of 1940, we 
shall have observed 1,800 or more patients under this grouping. Per- 
haps then we can prognosticate the behavior of each group, and even 
of an individual case in a group. We emphasize that only by the con- 
tinuous study of great numbers of cases associated with the autopsy 
findings from many different clinics under a universal classification can 
we arrive at an approximation of the truth and shift the treatment of 
these patients, who contribute so great a proportion of obstetric mor- 
tality and morbidity, from the level of individual opinion to that of a 
reasoned rationale based on the multiplied observations of many speak- 
ing the same language. We offer this classification, not as perfect and 
not as original, but as an arrangement for universal and practical use 
of what seems to us at present the best accumulated thought on the 
subject. 


We wish to acknowledge with thanks great help in the preparation of this paper 
from Dr. Chester S, Keefer, Thorndike Memorial, Boston City Hospital, 
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19 Bay STaTE RoapD 
ABSTRACT OF DISCUSSION 


DR. GRANDISON D. ROYSTON, Sr. Lours, Mo.—If all patients could be seen 
from the beginning of pregnancy, in most instances those who develop albuminuria 
and hypertension during this early period could be classified as having had chronic 
kidney impairment. Likewise, it is logical to assume that those developing signs 
and symptoms after the twentieth week are due to pregnancy per se. There may 
be exceptions to this rule, but from our experience in the toxemic clinic in St. 
Louis, we feel that such exceptions are rare. 

In the matter of low’ reserve kidney, we also prefer to classify such cases as 
mild forms of preeclampsia. Since the signs and symptoms of so-called low reserve 
kidney frequently develop exacerbations during pregnancy, the importance of this 
condition should not be underestimated. 

Nephrosis in pregnancy is to be considered, and well-reported instances of 
lipoid nephrosis are found in the literature, but these are rare. Normal pregnancy 
itself tends to simulate nephrosis, and more so the condition known as hydrops 
gravidarum of Zangemeister. Furthermore, it must be remembered that Fahr 
classified the lesion of the kidney, preeclampsia and eclampsia, as glomerular 
tubular nephrosis, the lesion in the tubules being no different from that observed 
in nephrosis. The glomeruli show similar involvement. This is true in no other 
disease. The only marked difference between preeclampsia or eclampsia and 
nephrosis is that marked ‘hypertension usually exists in the former. The past 
history is helpful in the diagnosis of nephrosis. 

In differentiating cases of chronic kidney disease from preeclampsia and 
eclampsia, like Stander, we have made good use of the phenolsulphonephthalein, 
urea clearance, and creatinine tests. 

The much greater frequency of essential hypertension in women than in men is 
probably due to changes in the renal arterial tree. It is well known that hyper- 
tension produces changes in the intima outside the pregnant state. The uterine 
vessels are peculiarly prone to these changes with prolonged hypertension in 
pregnancy. The kidney vessels may be affected as are those in the uterus, and 
this may explain how much of the arterial damage to the kidney can originate in 
hypertensions arising in the pregnant state. Pyelonephritis is a disease in itself, 
and on these grounds should not be considered in the classification of the toxemias 
of pregnancy. 


DR. S. A. COSGROVE, Jersey City, N. J.—The necessity for one universally 
used system of classification is to have a valid basis for comparison of nation- or 
world-wide results which will eventually point the way to universal best management. 
Unfortunately, we do not yet appear to have arrived at such a satisfactory classi- 
fication. To demonstrate this I have attempted a parallel comparison of portions of 
the Stander and Kellogg classifications. 
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Stander 
I. Low reserve kidney 


(Pathologically equivalent to ne- 
phroses) 
Hypertension, moderate, disap- 


pears in puerperium 
Albuminuria, moderate, up to 2 
gm. per liter. Disappears within 
3 weeks following delivery 
Not aggravated by, or not appear- 
ing in, subsequent pregnancies 
Blood chemistry and_ urinalysis 
negative except 2 above 


Edema variable 

(Peckham, with Stander’s ap- 
proval, has recently redefined 
this condition making it con- 
form more closely to mild pre- 
eclampsia. ) 


II. Nephritides: 
Diffuse glomerulonephritis 
Edema, variable, may persist 
through or beyond puerperium 
Albuminuria, relatively severe, 
oceurs earlier in successive preg- 
nancies, may persist between 


pregnancies 

Oliguria 

Hematuria 

Sometimes visual disturbances 
Hypertension, relatively severe, 
occurs earlier in _ successive 


pregnancies, may persist _be- 
tween pregnancies. 

Casts 

Disturbed urinary N_ partition, 
plus Ammon N—Less Urea N 

Blood N retention, both urea N 


and N.P.N. 

History 

Antedating first pregnancy. 
Appears first between  preg- 


nancies. 
In either of which case some 
causative factor other than 
pregnancy may be recog- 
nized, or appear to depend 
only on _ repeated preg- 
nancies 
Low urea clearance 
Disturbed relation 
Blood urea N to blood N.P.N. 
Increased uric acid in blood 
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Kellogg 
I. Degenerative 
phroses) 


nephropathies (ne. 


Hypertension absent 


Albuminuria marked 
(Nephroses a hazardous diagno- 
sis; these cases probably prop- 
erly assigned to either— 
a. Minimal subclinical glomer- 
ulonephritis, or 
b. Mild (grade I) pre- 
eclampsia 


Edema marked 


II. Nephritides 
Diffuse glomerulonephritis 
Edema 


Albuminuria 


Hematuria 


Hypertension 


Casts 

Believes none of the kidney fune- 
tion tests are of significance 
except in the presence of 
moderate or severe  insuf- 
ficiency, so do not lend them- 
selves to the differentiation be- 
tween low-grade  glomerulo- 
nephritis and preeclampsia. 

Recognizes the same varieties of 
history as Stander, and partly 
bases his classification thereon. 
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Retinal changes of rather in- 
definite significance 
Characteristic changes observed 
by capillary microscopy 
Glomerulonephritis may be— 
Acute 
Chronic 


Recognizes acute form but ques- 
tions whether the: acute is a 
primary condition or an ex- 
acerbation of chronic form. 

Considers these conditions only in III. Nephropathies 
relation to low reserve kidney, Associated with arteriovascular 
nephritis and eclampsia, not as diseases 


separate toxemia entities 
Essential hypertension 


Benign 
Malignant 
Not recognized as separate toxe- IV. Pyelonephritides 
mie entity Acute 
Chronic 


Latter difficult to distinguish 
from chronic glomerulonephri- 


tis 
This group not recognized as an V. Preeclampsia 
entity. ‘Grade I’? 


Cases with either hypertension, 
edema, or albuminuria, or any 
combination thereof, occurring 
afier twentieth week of preg- 
nancy, but without signs of 

renal failure. 


The discrepancies between these classifications are apparent. Dr. Kellogg’s 
inability to accept as satisfactcry the Stander system is evidenced by his attempt 
to provide a better one. On the other hand, iis frank discussion of the difficulty 
of allocating many cases in conformity to his own system exhibits his dissatisfac- 
tion with the latter. This he freely admits in preposing it, offering it only as the 
best which, from much study and careful observation, he believes has yet been ar- 
ranged, 

The principal divergence of Dr. Kellogg’s system from the Stander classification 
is the tendency to allocate perhaps the majority of ‘‘low reserve kidney’’ cases 
to either the mild glomerulonephritis or mild preeclampsia group, which certainly is 
for the welfare of these patients, for it recognizes in them the always present 
potentiality of more serious disease. 


DR. JAMES E. DAVIS, ANN ArBor, MicuigANn.—In regard to the terms 
nephrosis and nephritis there still exists, even among pathologists, an inclination 
to classify pathologie conditions from a hypothetical basis, rather than to describe 
the tissue as found at the time examined. Hypothetically it may be true that some 
infection has existed in the past and that the condition of change in tissue found 
at the moment is a result of that supposed infection. Yet when nothing but 
degeneration is present it is much more satisfactory to record the condition as a 
degenerative change rather than to enter upon the supposition that it is the 
result of inflammation, for it is just as reasonable to conclude that this degeneration 
followed a toxemic effect rather than an inflammatory one. The term nephrosis 
can be distinctly understood as designating a degenerative change found at the time 
of microscopic examination of the tissue. 
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DR. PAUL TITUS, PirrssurcH, Pa.—One difficulty in all attempts at classifica. 
tion of toxemias of pregnancy is met in the names applied to these various mani. 
festations of toxemia. Everyone has been obliged to classify them on the basis 
of names derived from the symptomatology. Thus we speak of vomiting of preg- 
nancy, acute yellow atrophy of the liver, and eclampsia. As a matter of fact, there 
are a great many who believe that all types of toxemia of pregnancy are related 
and that the symptoms vary only as the result of several influencing factors, such 
as the period of gestation, rapidity of onset of the illness, and the patient’s pre- 
disposition. 


DR. KELLOGG (Closing).—An association for the study of these conditions 
would result in the development of a universal classification, acceptable to all 
clinics, so that by mass study we could compile comparable statistics to enable us 
to know how best to conduct such cases. Not only eclampsia gives a grave mortality 
but cardiovascular nephropathies associated with pregnancy contribute greatly to 
a high ultimate death rate. 

An example of the problem is the following recent case of mine, a young 
woman with a blood pressure of 140/100, whom I tried to carry through preg- 
nancy. At the thirtieth week she had a blood pressure of 260/160, heavy al- 
bumin, edema, eye symptoms, etc., and a pediatrician advised me that the baby 
was better out than in. I did a cesarean section and the baby died within thirty- 
six hours. The mother, four months later, is running a blood pressure of 170/118 
and is having cardiac symptoms. Whether we should try to carry patients through 
pregnancy when they have essential hypertension, and if so which ones, is a 
thing we can orly find out by some mass study. 

The question of pyelonephiitis associated with pregnancy is of the greatest 
importance and deserves a much further careful study. We believe that rather 
a high percentage of patients that we see in pregnancy with so-called ‘‘pyelitis’’ 
have pyelonephritis. By this we mean infection of the kidney parenchyma. We 
are indebted to Dr. Keefer of the Boston City Hospital for emphasizing this and 
making keener our observation of these patients. We think many of these patients 
die much before their time as a result of being carried through pregnancy success- 
fully. 


Owen, Seward E.: The Reaction of Fish to Sex Hormones, Endocrinology 20: 214, 
1936. 


Fish of the bitterling species (Rhodeus amarus) were employed in the assay of 
various concentrations of the prolans, theelin, theelol and antuitrin-S. The results 
indicate that the female bitterling is refractory to solutions containing these endocrine 
substances up to 50 M.U. per liter of aquarium water. The male bitterling, while 
reactive to solutions of these endocrines at concentrations of 0.5 M.U. per liter 
of aquarium water and more, gives inconstant results. 

It is not believed that fish would accurately supplant mice in a quantitative 
Aschheim-Zondek assay as is employed for teratoma patients. Approximately 75 per 
cent of fish show positive assay findings when urines from pregnant women are em- 
ployed. 

To avoid the possibility of antihormone interference, animals should not be used 


repeatedly in assaying hormones. 
J. THORNWELL WITHERSPOON. 


FORCEPS TECHNIC IN THE OCCIPITOPOSTERIOR POSITIONS 
A. K. Paine, M.D., Boston, Mass. 


HE operative technic to be described is based on the theory that 
delay in anterior rotation, as the head descends in the pelvie 
cavity, is definitely the result of cephalopelvic disproportion or that 
pelvic asymmetry which materially diminishes the room in the fore 
pelvis. In these cases, with the relatively greater amount of room in 
the posterior pelvis, the law of accommodation necessitates a posterior 
occiput, that is, descent in the line of least resistance. 

Descent continues in this line until the occiput reaches the pelvic 
floor to rotate anteriorly in or below the outlet. 

This mechanism is easily observed clinically in the patients of this 
type who deliver spontaneously. 

Recent x-ray studies of patients in labor, by a variety of investi- 
gators, have caused them generally to arrive at this conclusion, as 
stated by Thoms for instance, ‘‘that the persistent occiput posterior 
necessarily implies asymmetry, pelvic deformity or cephalopelvie dis- 
proportion. ”’ 

The difficulties with which we are confronted in these cases are those 
attendant on disproportion in all its implications. The posterior 
occiput is a result, and not in itself the cause, of the difficult delivery. 

This operative procedure is based on the further theory that early 
artificial rotation of the occiput into the lessened area of the fore pelvis 
materially increases the difficulties of descent, and that the head need- 
ing instrumental aid is more easily brought down with the occiput 
posterior, in conformity with the first theory, that this represents the 
natural or favorable mechanism in these cases. 

It was formerly thought that an occiput posterior almost always 
necessitated an operative delivery, this based on the theory that this 
abnormal mechanism was in itself responsible for the delay in labor. 
Operation was frequently resorted to as soon as the diagnosis was 
made, and the first object of many of the operative procedures was 
to secure immediate anterior rotation. 

Fortunately, we have come to understand better the underlying 
pathology, and to realize that spontaneous delivery will take place in 
rising 80 per cent of those cases, provided the patient has, or is allowed, 
adequate labor. 

In a general way, the problems are those of disproportion. <A first 
essential in their management is the adequate duration of labor, and 
a long labor is humanely reasonable with present-day increasingly 


successful amnesia. 
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In a small number (perhaps 15 per cent) labor will fail before spon- 
taneous delivery occurs, due either to a primary inadequateness of the 
forces of labor, to the excessive resistance of the more marked dig. 
proportions, or to various combinations of both. 


If labor fails, indicated by a decrease in the duration and frequency 
of uterine contractions, before dilatation of the cervix is complete, 
obstetric judgment alone can estimate, in a given case, if delivery from 
below will be attended by reasonable success or if cesarean section js 
not the wiser procedure. 

With failure occurring after the cervix is effaced, the following 
technic is advocated for the occiput which is posterior, and for the 
so-called transverse arrest. 

Briefly, after the usual preparation for a forceps delivery, a cephalic 
application is made, the head brought down occiput posterior until it 
can be rotated anteriorly below the outlet, the occiput coming forward 
external to the ascending ramus. 

The forceps, when applied, are in the same relation to the axis of 
the pelvis as they are at the completion of the first maneuver in the 
Scanzoni operation; that is with opposed pelvic curves. 

An ordinary Simpson type of forceps, without axis traction appli- 
ances, is used. 


The steps in the technic, with an occiput right posterior, are as follows: 

1. Time spent in thoroughly dilating the pelvic floor is more than saved in the 
case of subsequent proceedings. 

2. The left blade is applied anteriorly, starting directly under the symphysis with 
the handle held to the right of the midline and practically at right angles to the 
floor. The head is pushed back from the symphysis and the blade guided by a 
finger through the fenestra. 

3. When the blade has reached its approximate correct position, the handle is 
held temporarily to the left to permit room for the application of the posterior 
(right) blade. 

4. The application of the posterior blade begins with the handle held parallel to 
the right Pouparts, the handle depressed as the blade follows up the hollow of the 
sacrum. As the blade comes into approximate position, care is taken to keep the 
handle well toward the right thigh. 

5. The handle of the left blade is now brought over to the right and locked with 
the right blade. 

6. The relation of posterior fontanel and sagittal suture to the blade is noted, 
to indicate a correct cephalic application. Traction is not attempted until a cor- 
rect application is secured. 

7. Beginning traction is sharply downward, in a line as near right angles to the 
floor as possible, taking extreme care to keep the handles well to the right of the 
midline. This is necessary to keep the tips of the blades to the left side of the 
pelvis, i. e., over the face. 

If traction is made with the handles in the midline, the blades are thrown over 
to the right, toward the occiput, and if they do not catch under the mastoids will 
often slip off over the occiput. 


_ 
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g. As the head comes through the outlet, a beginning tendency to anterior 
rotation may be observed, but it is not permitted (beyond the transverse) until 
the head is actually crowning, at which time descent is sufficient to permit the 
occiput to be rotated anteriorly external to the ramus. 

9, Anterior rotation is accomplished during moderate traction by elevating 
the handles, the maneuver ending with traction sharply upward, beginning ex- 
tension and completion of the delivery with the technic of the usual low forceps. 
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ABSTRACT OF DISCUSSION 


DR. WILLIAM R. BARNEY, CLeveLAND, OunIo.—At the Cleveland Maternity 
Hospital we believe that posterior positions are in themselves a cause of difficult 
labor, due to the fact that the head is usually extended when difficulty is en- 


countered. 
It naturally follows that if there is any pelvic disproportion, the labor is in- 


creasingly prolonged. We also believe that the majority of these cases rotate 
spontaneously if allowed to remain in labor long enough, but we do aim to con- 
serve our patients and do this by shortening the second stage of labor by cor- 
recting this abnormality. It is not our teaching that anyone doing obstetrics 
should do this, but only one familiar with obstetric surgery. How this should be 
done depends on the individual operator, and that method is used which renders 
safety to the mother and child. 

In our clinic two methods are usually used: (1) podalie version when the head 
is high, and (2) forceps rotation and extraction when the head is in mid- or low 


pelvis. 
We differ from the speaker in our forceps rotation, the posterior blade being 


always applied first; after the forceps are applied the head is rotated in the plane 
in which it lies, making no downward traction during the rotation. Then down- 
ward traction is made to fix the head at the outlet, the blades removed, reapplied as 
in a pelvic application, and extraction completed. 


DR. IRVING W. POTTER, Burrato, N. Y.—The posterior position seems to be 
accompanied by so many bad results and everyone seems to be so afraid of it that 
it should be changed earlier. We perform a podalie version in those cases with 
very gratifying results to the patient, the child, and the doctor. Why anyone 
should take time in the application of two or three pairs of forceps, or the applica- 
tion several times of one pair of forceps, when he can put his hand in and bring 
out the baby I cannot understand. 

I have not heard mentioned at this meeting the use of chloroform in obstetrics, 
and yet it is the most practical anesthetic that we have. Chloroform is quick in 
its action and is pleasant to take, the relaxation is complete, the dangers to the 
child are not as great as with ether or gas when pushed to the point of relaxation, 
and the patient wakes up more quickly. I do not know why chloroform has been 
pushed aside, and the schools are so woefully iacking in the teaching of anesthesia. 


DR. 8S. A. COSGROVE, Jersry Crry, N. J.—I will not disagree with the 
assertion that the posterior position is dependent on inadequate flexion of the 
head. Yet any mechanism which results in posterior descent of the head is a 
result of the attempt of the head to accommodate itself to a particular pelvis and 
depends on some structural or dimensional inadequacy as between that head and 
the pelvis. 

More than 80 per cent of these cases will be delivered without the necessity of 
any interference. It seems that we are wrong in accepting an unnecessary degree 
of artificial interference in proposing to do podalie versions in more than 50 per 


cent of these cases. 
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PROFESSOR MILES PHILLIPS, SHerrtetp, ENGuAND.—In the normal-sized 
pelvis I think the delay in rotation is generally due to a deflexion of the head, a 
very important factor. When that is recognized, if I may dare again to refer 
to Dr. Smellie, his method of pressing on the forehead during the second stage 
contractions gives the delightful experience of feeling that head rotate, to be de- 
livered shortly afterwards. 

In cases of occipitopostciior position it is mest important to palpate carefully 
the ischial spines. If they are unduly prominent, the chances of the long rotation 
are very considerably lessened, and one is thus forewarned and prepared to inter- 
fere, by manual rotation or occasionally by podalic version. 

All our students are personally taught to use chloroform, and we use it very 
considerably. Of course, we also use ether and gas anesthesia, but I believe with 
Dr. Potter that chloroform has at times great advantages. Last year at the Rotunda 
Hospital, however, a young woman in labor died under chloroform, and the result 
has been that chloroform is condemned there now. I think that it is a very great 
mistake to teach men who are going into the remote parts of the country not to 
avail themselves of chloroform, for they cannot carry gas or use ether by candle- 
light. 

Is scopolamine in large doses much used here? I mean scopolamine given without 
morphia, Y%4o9 of a grain at half hour intervals, for two or three doses, and there- 
after repeated as required. I know nothing that will compare with this in giving 
relief to the patient, and at the same time not causing a fall in her blood- 
pressure or depressing the fetus. Its use in this way was introduced at the Queen 
Charlotte’s Hospital, London, by Dr. David R. Jennings in 1929. 


DR. #. H. FALLS, Cutcaco, Inu.—There is one method of anesthesia which I 
think is of value in the occipitoposterior position that has not been mentioned 
today. This is the local infiltration of the perineum. For the last three years we 
have been using the perineal block with 1 per cent cocaine and four drops of 
adrenaline to the ounce. We block the pubie nerve and also infiltrate the skin 
and do an episiotomy routinely. With the patient unanesthetized and during 
the labor pains, we find that the head will come down and produce a good deal 
of its own rotation. If then at the height of the pain considerable rotation is 
produced, one can apply the forceps, prevent retraction of the head, and complete 
the rotation with the forceps. We have found this of considerable value. 

The reason that we do not use chloroform in our part of the country is be- 
cause we feel that ether is the best anesthetic for the general man to use in all 
work. We feel that chloroform anesthesia when given by a trained anesthetist 
is a very good one. If a student has been taught to use ether and uses chloroform 
in the same way as he would use ether, he is headed for disaster. Therefore, we 
feel that if one anesthetic is to be given, ether is the safest to administer, and if 
the general man wants to use other anesthetics in obstetrics, he should take a 
special course and learn how to use them safely. 


DR. PAINE (Closing).—While this paper primarily deals with an operative 
technic, a point I especially wish to make is that if these patients are allowed 
adequate labor, the great majority will take care of themselves without a 
difficult operative delivery. 


THE BEHAVIOR OF INTRAVENOUSLY INJECTED BILIRUBIN 
IN NEWBORN INFANTS 


Hazet Lin, M.D., Perprnc, Curna, AND N. J. Eastman, M.D., 
BALTIMORE, Mp. 

(From the Department of Obstetrics and Gynecology, Peiping Union Medical College, 

and the Department of Obstetrics, Johns Hopkins University) 


F THE several theories which have been advanced to explain the 

physiologic jaundice of the newborn, one of the most widely ac- 
cepted is that which attributes this condition to a functional imma- 
turity of the liver. Proposed first by Ylpp6' and Ada Hirsch,? in 
1913, this theory is based on the fact that the blood of all babies at 
birth shows a high bilirubin content. In contrast to the usual figure 
for healthy adults, namely, 0.5 mg., or less, of bilirubin per 100 c.e. of 
serum, the serum at birth averages 1.6 mg. of bilirubin per 100 e.c¢., 
often exceeds 2.0 mg. and is rarely less than 1.0 mg. of bilirubin per 
100 ¢.c. of serum. From this fact it is inferred by those who support 
this theory that the liver of the newborn, because of immaturity, is 
unable to excrete the excess bilirubin. It is further inferred that this 
functional immaturity persists for several days after birth, the re- 
sultant retention of bilirubin being often so marked that clinical jaun- 
dice is produced. When we add to the above considerations the fact 
that premature babies are particularly likely to develop jaundice, the 
hepatic immaturity theory of icterus neonatorum seems altogether 
plausible. However, as we have noted, the evidence supporting it is 
largely inferential in character and whether the liver at birth is, or is 
not, able to excrete bilirubin at a normal rate has never been sub- 
jected to actual test. Yet this would seem to be the crucial question 
upon which the whole theory must stand or fall. 

In adults the bilirubin excretory power of the liver has been studied 
by von Bergmann® and Eilbott? in Germany, and more recently by 
Harrop and Barron® and by Soffer® in this country. These investi- 
gators injected definite amounts of bilirubin intravenously and then 
estimated the blood concentration of this substance at measured time 
intervals. After employing the procedure in a variety of hepatic dis- 
orders, particularly cirrhosis, chronic passive congestion of the liver, 
cholecystitis and miscellaneous cases of jaundice, they conclude that 
the bilirubin excretory power of the liver is the most delicate method 
so far proposed for testing the functional capacity of this organ. Cer- 
tainly, as a measure of the particular function of the liver in which 
we are here interested, namely, its ability to excrete bilirubin, there 
can be no question of its reliability. As early as 1874, Tarchanoff? 
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studied the excretion of intravenously injected bilirubin in dogs, deter. 
mining the pigment in the bile and urine by means of fistulas of the 
common duct and ureters. He reported that all the injected bilirubin 
was found in the bile and none in the urine. These observations were 
confirmed by Vossius® in the same animal and by Beckmann” in rab- 
bits. In man the kidney takes no part in the excretion of bilirubin, 
provided the blood serum shows an indirect van den Bergh reaction. 
In the studies of the above mentioned authors, observations were made 
only on patients showing an indirect van den Bergh reaction; in con- 
nection with our present problem, it may be noted that the serum of 
the newborn always shows an indirect reaction. Although the bili- 
rubin solution which is injected intravenously gives a direct van den 
Bergh reaction, as soon as it enters the blood stream it is absorbed by 
the proteins of the blood serum and the reaction becomes indirect, 
exactly in the same manner as occurs when a solution of bilirubin is 
added in vitro to serum.® It can be argued that the injected bilirubin 
may be phagocyted by the cells of the reticulo-endothelial system in 
the same manner as occurs when foreign pigments are injected into 
the blood stream. The observations of Kanner!® are against such an 
assumption. Studying systematically the reticulo-endothelial system 
in different types of jaundice, Kanner found that only in cases of 
complete obstructive jaundice was there any storage of bilirubin 
within the Kupffer cells; in conditions of partial obstructive jaundice 
and nonobstructive jaundice he never found evidence of bilirubin 
storage whether in the Kupffer cells or at any other place in the reticulo- 
endothelial system. It is thus clear that intravenously injected bili- 
rubin is not excreted through the kidneys, that it is not retained by 
the cells of the reticulo-endothelial system, and that it is totally ex- 
ereted by the liver. The rate at which intravenously injected bili- 
rubin disappears from the blood may therefore be employed as a ra- 
tional test of the ability of the liver to excrete this substance. 

The technic employed by the several investigators who have studied 
the bilirubin excretory power of the liver is essentially the same. 
After taking a control sample of venous blood, chemically pure bili- 
rubin dissolved in an alkaline medium, usually 0.1 M sodium ear- 
bonate solution, is injected intravenously in a dosage of 1 mg. per 
kilogram of body weight. Venipunctures are then done after five 
minutes, thirty minutes, two hours and four hours and the icterus 
index of these samples, as well as that of the control specimen, de- 
termined. In adults the bilirubin content of the blood rises rapidly 
after the injection and seems to reach its maximum in about five 
minutes. This elevation in blood bilirubin brought about by the in- 
jection (icterus index of the five-minute sample minus that of the 
control) is taken as representing 100 per cent of the injected pigment. 
In the subsequent samples the elevations in icterus index above the 
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eontrol level are expressed as percentages of the five-minute elevation. 
Normally 10 or 15 per cent of the injected bilirubin is retained at two 
hours, but at four hours little or none is retained. Harrop and Barron, 
as well as Soffer, base their conclusions on the four-hour specimen 
and regard a retention of from 5 to 6 per cent at that time as the 
upper limit of normal. In cases of liver damage from 10 to 35 per 
cent is still retained at four hours. 

The present paper reports a study of the bilirubin excretory power 
of the liver, by the method just described, in twenty-six full-term new- 
born infants. In employing this test on the newborn, it was necessary 
to introduce one important modification, namely, a threefold increase 
in the amount of bilirubin used. Smaller quantities add a negligible 
increment to the large amount of bilirubin already present and the 
relatively slight elevations in icterus index produced by them do not 
lend themselves to precise evaluation. Accordingly, a total dosage of 
10 mg. was used in all babies, or approximately 3 mg. per kilogram of 
body weight. The chemically pure bilirubin, obtained from the East- 
man Kodak Company, was dissolved in 15 e.ec. of 0.1 M sodium ear- 
bonate solution after the latter had been boiled and cooled to about 
80° C. This solution, brought to 38° C., was then injected, with full 
sterile technic, into the umbilical vein of the infant immediately after 
birth. Just prior to the injection a specimen of umbilical vein blood 
was secured as a control and at intervals of five minutes, thirty min- 
utes, two hours and four hours, samples of capillary blood were ob- 
tained from the heel of the baby. Icterus index determinations were 
carried out on all blood samples by the micromethod of Wang and 
Eastman."4 For reasons which will be explained later, it requires 
about thirty minutes for the injected bilirubin to reach its highest 
concentration in the capillary heel blood of the newborn. Accord- 
ingly, in the present study, the elevation in icterus index shown by 
the thirty-minute specimen was considered to represent 100 per cent 
of the injected pigment. All babies were examined daily during the 
first week of life for jaundice, and icterus index determinations ear- 
ried out on the third and fifth days. 

The average bilirubin excretion curve of the twenty-six newborn 
infants is shown in Chart 1, together with the average curve for 
adults as reported by Harrop and Barron.’ Considering for the mo- 
ment only the right-hand side of the chart, it is at once apparent that 
the two curves at two hours and four hours are identical. In other 
words, the injected bilirubin is excreted within two to four hours by 
these newborn infants as readily as it is by normal adults. The aver- 
age retention at four hours was 2.7 per cent, a figure well under the 
normal limit set by Soffer, that is, 5 to 6 per cent. Eleven babies 
showed no retention at the end of four hours. In two eases the nor- 
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mal limit set by Soffer was exceeded, the retention in one case amount- 
ing to 13 and in the other to 9 per cent. We are unable to explain 
these two aberrant cases, but it is important to note that neither of 
the infants developed jaundice. 

Recalling that the dosage used in this series, per kilogram of body 
weight, was three times that employed in the adult series of Harrop 
and Barron, the results lend themselves, upon first consideration, to 
the conclusion that the liver function of these infants is entirely nor. 
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Chart 1.—Showing the average bilirubin excretion curve of twenty-six newborn 
infants (solid line) and the average curve for adults as reported by Harrcp and 
Barron (broken line). 


mal. However, in drawing this deduction we are applying to the 
newborn standards which are known to be normal for the adult only. 
The change at birth from intra- to extrauterine existence entails the 
most profound alterations in physiology, and the first few minutes of 
life are scarcely a time to apply adult criteria with assurance. In the 
present study there are several considerations which suggest that 
some caution must be used in interpreting, without other evidence, 
the results shown in Chart 1. (1) As we have stated, the dosage used 
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was three times that employed in the series of Harrop and Barron, and 
while this fact would seem to render the results all the more con- 
vineing, nevertheless it leaves much to be desired when we attempt to 
compare the two series with any degree of precision. (2) It is ques- 
tionable whether the relatively great size of the liver in the newborn 
may not more than offset this threefold dosage; in any event this 
introduces a factor which it is almost impossible to evaluate. (3) It 
is well known that the capillary circulation, particularly that in the 


PER CENT BILIRUBIN RETAINED 


IN 


Chart 2.—Showing the composite pathway of eighteen bilirubin excretion curves from 
infants who did not develop jaundice. 


extremities, is not well established in the newborn until some minutes 
after birth. The cyanosis which is commonly seen in the fingers and 
feet of newborn infants, the first half hour or so of life, is but one 
evidence of this condition. In the present study, with the exception 
of the control sample, capillary blood from the heel of the infant was 
used and the state of the capillary circulation during the first few 
minutes after birth is clearly seen in the left half of Chart 1. In the 
adult series the concentration of the injected bilirubin in the venous 
blood reaches its highest level within five minutes after injection, but 
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in the newborn some thirty minutes is required before the capillary 
blood of the heel shows a maximum saturation with the pigment. As 
a result the left-hand segments of the two curves are altogether dif. 
ferent. This not only introduces a different time element into the 
newborn curve but raises other questions which are difficult to answer. 
(4) As we have already stated, the bilirubin content of the blood at 
birth is normally high. In other words, the blood bilirubin levels 
before the injection and after the excretion of the pigment are dif- 
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Chart 3.—Showing the bilirubin excretion curves of five infants who did develop 
jaundice. The icterus indices of these babies reached the following levels: 160, 
120, 120, 100, 80. 
ferent in the two groups. While this would seem to be of little im- 
portance it constitutes still another difference in basal conditions 
between the adult and the newborn. 


Since these several peculiarities of the newborn state make it haz- 
ardous to apply at this period adult criteria for bilirubin excretion, it 
would seem more logical to employ as a standard the bilirubin excre- 
tion curves of newborn infants who do not develop jaundice, and to 
compare with these the curves of several babies who later manifest 
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ieterus neonatorum. Surely, if icterus neonatorum is due to a func- 
tional immaturity of the liver, infants who develop this condition 
should show at birth some impairment in their capacity to excrete 
bilirubin when compared with a group of babies who do not develop 
jaundice. Of the twenty-six infants studied five developed marked 
jaundice between the third and fifth day of life with icterus indices 
ranging between 80 and 120. Three babies showed questionable jaun- 
dice and may be dropped from consideration. The remaining eighteen 
infants manifested no evidence of icterus neonatorum and their icterus 
indices showed at no time an appreciable increase. The composite 
pathway followed by the bilirubin excretion curves of these latter 
eighteen babies is shown in Chart 2. In Chart 3 may be seen the in- 
dividual curves of the five infants who later developed icterus. It is 
at once evident that these five curves fall well within the pathway 
shown in Chart 2. They tend, indeed, to follow the lower part of this 
pathway and in three of the five cases no bilirubin was retained at 
the end of four hours. 

Aceordingly, whether we employ as a standard the adult bilirubin 
excretion curve of Harrop and Barron (under differing basal condi- 
tions, it is true), or the curve of infants who do not develop jaundice, 
it is clear from these studies that the bilirubin excretory power of 
babies who later develop icterus is entirely normal at birth. We are 
inclined to conclude, therefore, that functional immaturity of the liver 
is not a cause of icterus neonatorum in normal full-term infants. 
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ABSTRACT OF DISCUSSION 


DR. PAUL TITUS, PitrspurcH, Pa.—Dr. Eastman and his coworkers have con- 
ducted an extremely ingenious investigation of the theory that the immature liver 
of the newborn infant requires a few days in which to adjust itself to the burden 
of extrauterine life. They seem to have disproved that theory by injecting bilirubin 
and measuring the output of the livers of those infants who had become icteric, but 
nevertheless readily excreted this substance. 

There is one clinical point that has attracted my attention. For some time in our 
clinie we have clamped the cord immediately so that the baby is not permitted 
to get the extra blood retained in the placenta and cord. It has seemed to us that 
with this immediate clamping of the cord there has been considerably less icterus 
neonatorum. Whether this means that the condition is due to the breaking down of 
excess red blood corpuscles is of course debatable. 


324 AMERICAN JOURNAL OF OBSTETRICS AND GYNECOLOGY 


DR. EASTMAN (closing).—The greater part of this work on the bilirubin 
excretory power of the liver in newborn infants was carried out at the Peiping 
Union Medical College, Peiping, China, and the technical procedures were done by 
Dr. Hazel Lin, assistant resident in obstetrics and gynecology at that institution, 
Her name appears as coauthor on the paper and I wish to make acknowledgment for 
the large share of the work which she did. 


THE ABNORMAL BANDL RING 
GrorRGE F, PENDLETON, M.D., F.A.C.S., Kansas Crry, Mo. 


PRESENT to you herewith a statistical discussion of the abnormal 

Band] ring, but I do not intend to quibble over whose name should 
receive prior right to that ring. In order to clarify the conflictions in 
our literature let us recognize two main types of muscular spasms within 
the gravid uterus. 

The ‘‘constriction ring’’ frequently occurs under the name ‘‘hour- 
glass uterus,’’ where it retards completion of the third stage of labor. 
It is often found as a muscular ring retarding products of conception 
in incomplete abortions. It occasionally remains even after all gesta- 
tional products have been removed from the uterus. This ring pro- 
trudes inward from the uterine contour like a smooth ridge, gradually 
rising from its surrounding level to a rounded edge and then as sym- 
metrically curving backward again on the other side. The ascending 
and descending curves have equally thick muscular walls and shallow 
coneavities. This ring has no definite anatomic location, and it is found 
at any uterine level from one cornu to the lower portions of the corpus 
uteri. It is generally cireular and can occur in the presence of the 
other type of ring. 

The ‘‘Bandl ring’’ has only one anatomic location, namely, at the 
caudad end of the muscular corpus uteri. Its base is generally not as 
wide as that of the constriction ring. The top may be rounded (79 
per cent) or blunt (21 per cent). The cephalic curve is similar to that 
of the other ring but the caudad curve is steep as the thin lower uterine 
segment falls away from its ridge just like a precipice dropping directly 
from a mountain top. 

The physiologic Bandl ring is present in every labor as an integral 
part of the normal uterine mechanics while a constriction ring is a 
distinct abnormality. As long as the normal Bandl ring moderately 
contracts with and relaxes between uterine pains, it is performing its 
normal function but when it remains spastic and retards fetal advance- 
ment, it has become abnormal. 

There are many minor grades of abnormality wherein these rings 
readily respond to rest, drugs and anesthesia, and these are hard to 
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classify. In my series of 53 cases of abnormal Bandl rings I have dis- 
regarded all minor grades of abnormality and describe only those cases 
which retarded fetal advancement and remained tetanically contracted 
even under ether anesthesia deep enough to cause wide pupillary dila- 
tion. All these eases are taken from my own private practice in white 
women and have been carefully recorded as they occurred over a period 
of twenty years. 

It is my belief that the obstetric operation is too often glorified while 
the indication for,it is minimized. I believe that the incidence of this 
ring is hushed under the terms ‘‘delayed labor’’ and ‘‘difficult for- 
ceps,’’ cases wherein a retarding muscular ring may be more respon- 
sible than the lack of descent, flexion and rotation of the fetal head. 
In 12,000 deliveries in Kansas City hospitals the incidence varied from 
0.2 per cent to 0.35 per cent. 

My eases had eight noteworthy etiologic factors. In this series 21 
per cent of the patients were obese, 58 per cent were overdue by Nagele’s 
rule, 55 per cent were primiparas, 62 per cent had the bag of waters 
ruptured at or before the start of labor, 58 per cent had a forced labor 
either by induction or otherwise, 58 per cent had pains too fast and 
furious for that particular stage of labor, 74 per cent had posterior 
positions, and last, 57 per cent were consultation cases. In the latter 
group all the maternal deaths occurred. In view of my postulation 
that abnormal rings are more common than the texts admit, I sound 
an added warning to those who routinely rupture the bag of waters in 
early labor, and I wish to magnify rather than minimize the danger in 
posterior positions. 

All these rings occurred in the first stage of labor and many belonged 
in the delayed labor group (58.5 per cent). Three labors lasted more 
than seventy hours. 

In the very painful labors (87 per cent) only one patient had ago- 
nizing pain, while two others gave very little evidence of pain. In gen- 
eral, pains frequently decreased in intensity and lengthened in interval, 
and in a few, even returned to complete quiescence for a while during 
the labor. Morphine, scopolamine, or ether-oil generally controlled 
them while the barbiturie acid compounds did not do as well. I agree 
with Harper that the characteristic pain is low down in front (90 per 
cent) and not in the back. Senseless, irregular, unreliable, nagging, 
short pains, more painful to the patient than her appearance or my 
palpation would suggest, describe them best. 

Uterine contractions were as misleading as the pain and 73 per cent 
were clonic in character. Often they were jerky in onset, came to a 
zenith quickly, and faded slowly. My experience does not agree with 
Harper’s, who insisted that the uterus never reached absolute relaxation 
but had the same tone between as with contractions. The diagnosis is 


not that easy. 
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Abdominal groove palpation (9 per cent) was unusual. I am of 
the opinion that the furrow caused by a contracted uterus upon a fetal 
posterior position after the bag of waters has ruptured has been mis. 
taken for a Bandl ring groove. These furrows merely hug the fetal 
coneavities and are not diagnostic of abnormal rings nor do they occur 
at the ring site. The real grooves had a narrow tonic base (100 per 
cent), never very prominent and could not be indented under Mueller’s 
erip. 

In my cases cervical dilatation seemingly ceased in the middle of the 
first stage of labor and after artificial rests slowly and grudgingly 
reached full dilatation (72 per cent), while 22 per cent attained almost 
full dilatation. My experience was unusual, for only 6 per cent of the 
cervices remained rigid. JI am inclined to agree with Harper that the 
so-called rigid cervix in labor is not due to inherent anatomic defects 
in that cervix but rather to the improper uterine mechanics for normal 
effacement. 

In this series of cases 92.5 per cent had a vertex presentation. Mod- 
erate head extensions (63 per cent) were common and 68 per cent had 
movable fetal heads at the height of an uterine contraction. Generally 
the presenting part could not be elevated very far. 

Presenting parts retracted away from the examining finger at the 
height of the uterine contraction in 17 per cent of the eases, and I 
consider this as diagnostic evidence of an abnormal Band ring, but it 
is not always present. In the presence of an abnormal ring, during 
uterine contraction, the ring will retract toward the fundus or else the 
fundus of the uterus will be drawn toward the ring. In the latter 
ease there will be no retraction of the fetal head at the height of an 
uterine contraction. 

I have created a term ‘‘station recession’’ to describe the history 
of the position of the presenting part which I have observed occasionally 
ends higher up than at some time previously in the labor (18.9 per cent). 
While not diagnostic, I consider this observation as a very suggestive 
sign of an abnormal ring. 

I do not agree with those who insist that the level of the fetus signifies 
the level of the ring. Anatomically the ring is always at the same 
level. In relation to the maternal abdomen, level depends upon the 
length of the lower uterine segment, which is easily demonstrated dur- 
ing intrauterine manipulations by the ease with which one ean raise or 
lower this level. I palpated rings at or above the level of the navel in 

44 per cent and at the promontory in 45 per cent of the cases. The ring 
was about the fetal neck in 67 per cent, the body or fetal hips, 3.8 per 
cent, and once about the neck in a breech presentation. 

Many of these rings barely allowed entrance of the fingers between 
the ring and the fetus (30 per cent) and none had twice that space. 
Some had no space when they were discovered (18.8 per cent). Only 
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two of my cases responded to hypodermies of adrenalin and none re- 
laxed with the use of atropine or ephedrine. I have had no experience 
with amyl nitrite, the hot tub bath or the hot vaginal douche. I be- 
lieve that these tetanic rings require long constant pressure under deep 
anesthesia if they are to be relaxed by intrauterine manipulation. 

Diagnosis is absolute only when we feel the ring. It is very sure when 
the presenting part retracts at the height of an uterine contraction. It 
is highly suggestive in the presence of station recession. It should be 
seriously considered when fetal advancement in the first stage of labor 
ceases or the presenting part is freely movable at the height of an uterine 
contraction, when we palpate a true ring groove, when progressive dila- 
tation ceases in the presence of pains (90.5 per cent) and when forceps 
applications do not allow easy advancement of a normally flexed fetal 
head without other known cause. I have refused to recognize these 
suspicious signs in 38 per cent and allowed these cases to drift into 
very difficult problems. It is my observation that many experienced 
doctors live through a fairly successful medical life with little knowledge 
of Bandl ring dystocia. They attribute their oceasional difficult labors 
to asynelitism and mild head extensions which their forceps will correct. 
They resort to unbelievable stresses, tugs, and erisscross pulls upon a 
fetus whose mother is under deep anesthesia. By a tiring process upon 
a hidden ring they relax or tear it and deliver dead babies through 
badly lacerated channels. Certainly when forceps do not easily rotate 
and extract a fetus, we should be suspicious of retardation by a tetanic 
muscular Band] ring. 

My general procedure in handling these rings was a trial with forceps 
or manual rotation of the fetal head. I manually dilated a few cervices 
when it seemed necessary. When these procedures failed I palpated 
the uterus internally for diagnostic evidence of the ring and when 
found, the anesthesia was changed to deep ether. In the meantime hypo- 
dermics of adrenalin, atropine, or ephedrine were tried and with the 
exception of two cases in which adrenalin was used, these drugs have 
failed me completely. Under deep anesthesia I pushed my fingers be- 
tween the ring and fetus. Some cases required much pressure to do this. 
With my fingers over the ring, long tiring pressure was exerted against 
the ring, using the fetus as a leverage. This I now believe is wrong 
and inereases the fetal mortality. Occasionally the ring dilated enough 
to allow the use of forceps and extraction (17 per cent), but generally 
I was obliged to push the fetal head backward through the partially 
dilated Band] ring and perform podalie version (74 per cent). 

My experience has been that a dilated ring will always contract some 
when the pressure of the hand has been removed. A podalie version 
of itself is not a difficult procedure. It was the indication for which 
that version was done which caused my troubles. Naturally a podalie 
version is a difficult procedure in the presence of a contracted uterus 
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whose bag of waters has ruptured many hours previously, and even 
after grasping the feet of the fetus the turn was so difficult that on 
several occasions I have tied gauze to the fetal feet to help make the 
turn in the version. Generally the ring relaxed when the turn was 
accomplished and only in a few cases did the ring actually retard the 
after-coming head. In these cases I applied forceps and pushed the 
ring backward over the fetal chin. I have always been anxious about 
the condition of the lower uterine segment, and after fetal extraction 
I have generally palpated it for ruptures. In the treatment of these 
cases the best success will follow early recognition of the Bandl ring. 
I am still of the opinion that severe premature separation of the pla- 
centa and abnormal Bandl ring are allowable cases for manual dilatation 
of a cervix in certain cases, but I cannot agree with Michael who ad- 
voeates massaging the uterus to relax the ring. In view of my 4 maternal 
deaths, 15 stillborns, and 5 babies dying in the hospital, I believe that 
we should advocate more cesarean sections and fewer podalic versions, 

The conduct of the third stage was generally routine and easy, but 
manual removal of the placenta (18.8 per cent) was often done unless 
complicated by shock (16.5 per cent) or third degree laceration (9.4 
per cent). I have never seen an abnormal ring that did not completely 
disappear within five to thirty minutes after completion of the third 
stage of labor, which cannot be said of the constriction rings. 

Lacerated cervices (382 per cent) were repaired immediately but 
never in the presence of shock or third degree lacerations. Blood loss 
of 500 ©. oceurred in 16.5 per cent and was more frequent in the 
multiparas (57 per cent). Temperatures of 100° F. or more during 
the hospital stay were 41.5 per cent and were mostly in the versions 
(90 per cent). Recovery was generally rapid and pulse rates over 100 
oceurred in 34 per cent and were mostly of short duration. The usual 
fourteen-day hospital stay was extended in 15 per cent. 

The fetal loss was greater in the males (75 per cent) and also 85 
per cent were versions. The 4 maternal deaths were all in difficult 
consultation cases, all long labors, 75 per cent in primiparas, 75 per cent 
following podalice versions, and 75 per cent in very obese cases. Two 
died from shock and hemorrhage and 2 died from sepsis. There were 
2 ruptured uteri. 

CONCLUSIONS 


I have related my experience and opinions concerning 53 abnormal 
Bandl ring eases which occurred in my own private practice. 


I have confessed a serious maternal and fetal mortality with the use 
of podalic version, and I now urge more cesarean sections. 

I have emphasized ‘‘station recession’’ as a diagnostic sign of im- 
portance, 
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I question the advisability of too fast and furious pains in early 


labor, the use of hypnotics rather than uterine relaxants during labor 
and the early rupture of the bag of waters to hasten delivery. 

From experience I doubt the value of adrenalin in relaxing these 
serious rings. 

Last, I have called attention to eight salient predisposing factors in 
my cases which were indirectly responsible for superirritable uteri and 


abnormal Band] rings. 
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ABSTRACT OF DISCUSSION 


DR. ROBERT L. DENORMANDIE, Boston, Mass.—When a complication giving 
a 7 per cent maternal mortality and a 37 per cent fetal mortality occurs, it deserves 
our closest consideration. I fully agree with Dr. Pendleton that there is such an 
entity as Bandl’s ring, and that at times it is a serious complication. I do not, how- 
ever, agree with him that what he calls his eight ‘‘salient features’’ are the cause 
of this ring. If excessive gain in weight during pregnancy is a cause, if primiparity 
is a cause, if early rupture of the membranes is a cause, if too severe pains for 
the state of the labor or posterior positions are causes, then I am confident that I 
should have seen many more of these abnormal Bandl’s rings in my own practice 
than I have. 

I was at a loss to understand why Dr. Pendleton met so many of these cases, 
and I therefore asked him if he would send me an abstract of his cases. In 
analyzing these cases I think the explanation of why he had so many abnormal 
rings is clear. Dr. Pendleton puts, in my opinion, too great stress on the patient 
being overdue. He constantly attempted to start the patient up with castor oil, and 
if that was unsuccessful he often put in a Voorhees’ bag. Many of these cases, I 
believe, were not ready for labor, and it is a well-recognized fact that a uterus that 
is irritated oftentimes will not properly contract. Again, there were cases of 
primiparas where the head was high, and they were allowed to go into labor for a 
long while with no descent. Disproportion was present and they should have been 
managed differently. Pituitrin was given before full dilatation. Again and again 
the patient was allowed to stay in labor with full dilatation for many hours, and 
in one case the head was in sight for four hours. Again, I do not think it is good 
obstetric practice to allow a patient with ruptured membranes to be up and around 
the hospital, leaking fluid constantly, or to be sent home with ruptured membranes. 
The probability of the uterus becoming tetanically contracted is great. Again and 
again these patients showed slow, nagging uterine contractions with no effect on the 
cervix, and the question comes to mind, were these patients in labor at all? Would 
it not have been ever so much better to have given them a good sound sleep and not 
to have irritated the uterus by castor oil and by putting in a large Voorhees’ bag? 

Dr. Pendleton states that, ‘‘A podalie version is not a difficult procedure,’’ but 
that it is the indication for the version which causes his troubles. I disagree with 
him totally in that statement. How he can say it is not a difficult procedure in the 
face of severe tears, four of which were third degree, ruptured uteri, and his high 
maternal and fetal mortality, I cannot understand. In my opinion a version in a 
tight Bandl’s ring is one of the most serious, difficult procedures there is in 
obstetrics. 
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My feeling about these cases is that in many of them there were unnecessary at- 
tempts to induce labor, and trouble came from forcing the uterus when it was not 
ready for labor. The real cause for the occurrence of so many of these abnormal 
Bandl’s rings was in the management of the early stages. Bandl’s ring does occur, 
but it should not occur in carefully managed cases to any such extent as Dr. Pendle- 
ton would lead us to understand. 


DR. JAMES R. BLOSS, Huntineton, W. Va.—My own opinion regarding the 
treatment of these cases is that adrenalin does relax many spasms of the uterus, 
Nevertheless when I find a Bandl ring with such symptoms as described in the paper, 
it has been an invariable rule with me to deliver that patient by section. 


PROFESSOR MILES PHILLIPS, Sheffield, England.—Dr. Pendleton has spoken 
of the use of deep ether anesthesia, and I would like to ask him the duration of the 
ether narcosis, because I think such contraction rings may disappear with prolonged 
ether anesthesia. I have on several occasions seen the rapid and absolute disap- 
pearance of the ring with the use of capsules of amyl nitrite broken under the ether 
mask—two, three, or even more in rapid succession. This method of treatment was 
introduced by G. R. Croft, of London (Lancet, 1928). I quite recognize that there 
is a certain stage where the disappearance of the ring is impossible and it is found 
even postmortem. 


I would like particularly to speak about the early clinical phenomena which 
precede the contraction ring. That is the time, I think, when the possibility of the 
ring should be recognized. The normal time relationship between uterine pain and 
uterine contraction must first be recalled. The contraction can be felt by the 
obstetrician’s hand before the pain is felt by the patient and, more important 
still, the contraction only ceases after the pain is over. Of all the textbooks that 
I have consulted that by DeLee is the only one which mentions this important 
fact. 


When these troublesome, colicky pains are suspected it is always my first step 
to place a hand on the uterus and ask the patient to explain the exact sort and 
the duration of the pain she is experiencing. Sometimes the pain is very excruciating 
and it is usually confined to the lower abdomen, often only on one side, for the 
abnormal contraction more often produces a shelf than a complete ring. 

Another important point is that the patient often strains and struggles with this 
colicky contraction of the uterus and the attendant may be led to think that she is in 
the second stage. 


DR. PENDLETON (closing).—The statement that these cases were mismanaged 
I certainly agree with and it was my purpose to show this. Many of these were, 
however, consultation cases. Thirty cases were forced labors, 35 were unsuspected 
and 38 had tonic uteri. We should have been bolder and interfered earlier. Of 
the 30 cases of forced labor, 9 received quinine, either alone or with castor oil, 
while 2 were given two or three minims of pituitrin. We feel that all of those 
cases were mismanaged. Thirteen of them also had bags and 12 had some other 
form of attempt to force labor. 

I have never carried a patient under ether long enough to show whether the ring 
would finally relax. The moderate ring will readily relax under adrenalin, but I 
have had little success with adrenalin in the type which I have described. 

The usual statistics are not favorable to podalic version, although I did say it 
was not a difficult procedure. I did not say it was safe or desirable. All I said was 
that it was the indication for which the version was done that caused my trouble. 


ESSENTIAL DYSMENORRHEA AND ALLERGY 


Orto H. ScHwarz, M.D., anp Dubey R. Smiru, M.D., 
St. Louis, Mo. 


(From the Department of Obstetrics and Gynecology, Washington University 
School of Medicine, the St. Louis Maternity Hospital and Barnes Hospital) 


N 1926, while physician to students at the Washington University, 

several cases of essential dysmenorrhea came to the attention of one 
of the writers (Smith). It was felt that some form of allergy might 
be playing a part in bringing about these symptoms. While this work 
was going on, and several interesting cases had been observed, it was 
found that Duke, in his monograph on asthma and allergy, had made 
reference to this subject. The work was continued, and in 1931, twelve 
cases were reported, eight of which received complete relief, and four 
partial relief after the causative agents were eliminated from the diet. 
It might be of interest to review here some of the points that were 
brought out in this preliminary report. 

According to Graves, essential dysmenorrhea is a disturbance that 
is characterized at the time of menstruation by severe cramplike pains 
in the lower abdomen from which the patient is entirely free during 
the intermenstrual period. He points out that this form of dysmenor- 
rhea is distinctive and must not be confused with the kind of menstrual 
pain resulting from aggravated menstrual congestion, complicated by 
various pelvic disorders, particularly salpingitis and other pelvic in- 
flammations. To the latter type the term secondary or acquired dys- 
menorrhea is given. Graves mentions that essential dysmenorrhea is 
one of the most common gynecologic diseases, but comparatively little 
is known concerning its etiology. In discussing the etiology, he tells 
us that the old authors regarded the cause of dysmenorrhea as entirely 
mechanical. Other writers divide dysmenorrhea into three classes: 
an organic form, depending on obstruction, a congestive and a neu- 
ralgic form. Graves states that Schroeder thinks there may be an 
excessive irritation of a vegetative nervous system by toxie substances 
that the function of menstruation evokes in the blood. This theory is 
supported, Graves suggests, by the relief that is often secured from 
the administration of atropine. He also mentions the so-called nasal 
dysmenorrhea which has been described by Fliess and elaborated by 
Schaeffer. Pains of dysmenorrhea have entirely disappeared by the 
application of cocaine to the tuberculum septi of the nose, which is 
designated as the genital spot. This is interesting to mention, because 
one of the cases of dysmenorrhea which was cured, was found in re- 
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lationship to nasal allergy. In this rather detailed review of the causes 
of essential dysmenorrhea, no mention is made of the relationship of 
allergy to this condition. 

References in the literature concerning the relationship of allergy 
to essential dysmenorrhea are very scanty, and so far as we are able to 
make out there are no detailed references. Duke, in his monograph 
on asthma and allergy, makes a statement concerning the disturbances 
of menstruation with allergy. He has rather frequently observed pa- 
tients having symptoms as a result of general reaction. He states that 
a wide variety of symptoms observed in these cases have disappeared 
after appropriate treatment. In one food sensitive case, menstruation 
which had been not only extremely painful but had occurred twice 
monthly for years, became completely normal and occurred at four- 
week intervals upon the avoidance of foods to which the patient 
reacted. 

Cooke says dysmenorrhea or rather untimely and scanty menstrual 
flow following acute cramplike pains in the lower abdomen is re- 
corded in two women twenty-six and thirty-eight years, respectively. 
In both of these cases, Cooke states, the symptoms were part of an 
immediate reaction with asthma, coryza and urticaria, the menstrual 
flow itself not being apparent until three hours later and lasting 
one day. 

Rowe, in an article on food allergy, confirms the opinion of Duke 
that menstruation can be disturbed and may be irregular and painful 
by food sensitization. 

The statement of Duke that the patient had been relieved of all 
pain at the menstrual period following dietetic treatment of allergy, 
impressed us very much. It has been known that the uterus of the 
guinea pig is the most satisfactory tissue to use in determining the 
relative potency of test allergies. As we had the opportunity of 
studying a good many patients with essential dysmenorrhea, we 
thought it would be interesting to try out his idea. As previously 
stated, the first report consisted of twelve complete cases. The pa- 
tients complained of three symptoms: dysmenorrhea, mucous vaginal 
discharge and irregular menstruation. All were nulliparous women, 
ranging from eighteen to thirty-four years of age. They were under 
observation for from three to eighteen months. The dysmenorrhea 
complained of had existed for varying periods of years; in some since 
onset of menstruation, in others it came on well after the period had 
been established. The mucous discharge varied from just a noticeable 
amount to that demanding a napkin be worn constantly. The irregu- 
larity of menstruation varied from six weeks to six months. The 
occupations of the patients were stenographers, college students, and 
two were unemployed. 
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Since this report, 35 additional patients have been treated with com- 
plete relief in twenty, partial relief in nine and no relief in six. It is 
interesting to note in this series of cases that 32 were nulliparous and 
three were multiparous. Their ages, at the beginning of the study, 
varied from fifteen years for the youngest to thirty-four years for 
the oldest. They have been under observation for periods of from six 
months to five and one-half years. In some the symptoms began with 
the onset of menstruation, but in others the difficulty came on many 
years after the menstruation had been well established. The irregu- 
larity of the menstrual periods varies tremendously, from intervals of 
six days to intervals of three and four months. The mucous discharge 
existed from just a noticeable amount to amounts demanding that a 
napkin be worn almost constantly. The occupations of this group 
were clerks, stenographers, college and high school students, nurses, 
housewives, and unemployed. After this study was begun, it was 
found that a careful and complete personal history and family his- 
tory for the presence of allergic manifestations was of utmost impor- 
tance. We found, in our group, that 26 of the individuals gave a posi- 
tive history of some form of allergy in the immediate family, such as 
asthma, hay fever, urticaria, and eczema. The individuals in 21 in- 
stances gave a history of other symptoms found to be definitely al- 
lergic or suggestive enough to be considered allergic. In analyzing 
these 21 cases, twelve gave a history of abdominal pain, nausea, vomit- 
ing, and abdominal distress after eating certain known foods. Another 
six had noticed nasal symptoms, while there were three who knew 
certain foods would cause them to have hives, two others asthma, 
and two some form of eczema, these women often giving a history of 
two or more symptoms. We believe that if a more careful history 
had been taken in the earlier cases, the incidence of allergic symp- 
toms other than dysmenorrhea would have been higher. 

In determining the sensitivity of the individual to foods and other 
substances, the common skin tests by the scratch method and by the 
intradermal reaction method were used. The substances other than 
foods for which tests were made were: pollens, house dust, silk, cot- 
ton, horse dander, insecticides, etc. In the cases giving a history of 
gastrointestinal symptoms, Rowe’s trial diets were most helpful in 
eliminating the causative factors. The leucocytie reaction to sensitive 
substances probably would be of considerable value in studying cases 
of this type; however, it was not used in this series. The skin tests 
by both the seratech and intradermal methods were read in fifteen to 
thirty minutes. Quite frequently a more positive reaction was seen 
at the end of several hours. The most frequent reaction was of small 
elevated areas surrounding the test, with little or no erythema. We be- 


f 
y 
S 
t 
l 
1 
t 
l 


334 AMERICAN JOURNAL OF OBSTETRICS AND GYNECOLOGY 


lieve most of these reactions would be considered doubtful or negative 
by those accustomed to seeing the tremendous wheals and areas of 
erythema that have been mentioned so frequently in children and some 
asthmatic individuals. 

In our series, the foods most frequently giving positive reactions 
were wheat, eggs, milk, chocolate, fish, beef, pork, nuts, beans, pepper, 
cabbage, cauliflower, etc. We were impressed that in so small a 
series, five patients had had abdominal operations and three dilatation 
and curettage because of dysmenorrhea, and that none had experi- 
enced more than temporary relief by these operative procedures. We 
mention, without knowing the significance of the fact, that three be- 
came pregnant after being on the diet a very short time. 

Upon further study of the nine cases that gave only partial relief 
to allergic treatment, by adding thyroid extract to our treatment, two 
of these immediately became completely relieved. If the diet was 
broken and the thyroid continued, they dropped back into the group 
of partial relief. There was one other case that by the addition of 
lutein substance became a complete relief. In the six cases that were 
recorded as no relief, one experienced partial relief by taking thy- 
roid, and two others were considerably relieved by taking emmenin 
and continuing their diet. We mention this additional therapy be- 
cause we are definitely of the opinion that allergic dysmenorrhea is 
often combined with endocrine manifestations, pelvic inflammation, 
malpositions and tumors. 

The complete cures are very striking indeed as illustrated by the 
five following case reports: 

CasE 1—M. D., aged twenty, college student. Has hay fever spring and fall. 
Known to be sensitive to oak and ragweed pollen. Operated five years ago, ap- 
pendectomy and right oophorectomy, slight relief. Physical and pelvic examinations 
negative. Menses, onset fourteen years, every ten days to eight weeks. Pain at 
menses began about one year after onset of periods. Pain for one full day, fre- 
quently for two or three days. Marked nausea. No vomiting. Moderate amount of 
mucous vaginal discharge. Has noticed abdominal pain or discomfort and nausea 
after eating fish, oysters, shrimp, cabbage and cranberries. Positive skin tests 
were obtained to fish, milk, eggs, chocolate, beans and peas. On eliminative diet. 
Free from pain for six consecutive months. Was exposed to excessive pollen, followed 
by rhinitis, coryza, and painful menstruation after ten-day interval. Again free of 
pain for four months while on diet until exposed to ragweed, followed by rhinitis, 


coryza, and severe dysmenorrhea with menstruation at fourteen-day interval. Next 
five menses at regular interval and free of pain, diet had been continued. 


CasE 2.—E. L., aged twenty-four years, housewife. Married three years. No 
pregnancies. Severe cramps first day of menstruation. Always nauseated. Usually 
vomits. Severe mucous vaginal discharge. Menses, onset 13 years, every 28 to 30 
days and lasts four or five days. Onset of dysmenorrhea four years ago. Physical 
and pelvic examinations negative. No family or personal history of allergy. Scratch 
skin tests were mildly positive or questionable to most foods. Patient was put on 
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Rowe's trial diets, No. 4 being found quite satisfactory. At the end of three months 
patient was free of pain, nausea and vomiting at menses. During the following two 
years, patient reported she was free of pain as long as she did not break her diet 


too often. 


Case 3.—E. J., aged nineteen years, student, single. Eezema of hands and arms 
for three years. Cramps for first two days of menses, severe first day. Brother has 
asthma. Physical and pelvic examinations negative, except uterus is tender to bi- 
manual pressure. Menses, onset twelve years, every twenty-eight to thirty days, lasts 
four days. Onset of pain at beginning of menses. Skin tests positive to pork, 
eggs, milk, nuts, beans and chocolate, doubtful to beef, lamb, corn, wheat, and 
eream. Free from pain for four months while on diet, eliminating above foods, 
Eczema of hands and arms markedly improved. 


Case 4.—M. M., aged twenty-six years, married six years. One spontaneous mis- 
earriage at three months three years ago. Menses, onset fifteen years, every twenty- 
eight to sixty days, lasts four to five days. Cramps with beginning of menses, severe 
for two days and sometimes throughout entire period. Mucous vaginal discharge 
for about two years, at times quite profuse. Has known for several years that eggs, 
bananas, tomatoes, and onions caused abdominal discomfort and nausea. Physical 
examination negative. Pelvic examination shows profuse thick white vaginal dis- 
charge, some in cervical canal. Cervix normal size, shape and position. No infection. 
Corpus normal size, shape, position, and mobility. Small ovarian cyst, left. Put on 
Rowe’s diet No. 1, with relief of all pain. Diet increased to Rowe’s No. 3. Next 
five successive menses, cramps were so slight that she did not want to do anything 
further. Encouraged to increase diet one food at a time. 


CasE 5.—E. 8., aged eighteen years, student nurse. Severe cramps, nausea and 
vomiting with menstruation. Irregularity of menstruation. Has known for many 
years that bread and pork would cause nausea and abdominal distress; if eaten 
excessively, vomiting and diarrhea. Onset of menses twelve years, every twenty-eight 
days to three months, lasts four days. Onset of dysmenorrhea and irregularity 
with onset of menstruation. Confined to bed one day always, frequently two days and 
occasionally cramps through entire four days. Physical examination and _ recto- 
abdominal examination were negative. Intradermal skin tests were positive to wheat, 
pork, chocolate, bananas, pepper, and house dust. On a diet free of the above foods, 
she immediately went free of all pain for four months. At this time diet was broken 
for two months of necessity, with return of dysmenorrhea and some irregularity. On 
two other occasions, for convenience, the diet was broken for one- or two-week inter- 
vals with partial return of symptoms. After being free of symptoms for seven months, 
graduated feeding of wheat, as is frequently done in allergic children, was started 
six months ago, beginning with a well-toasted cracker daily and increased to two 
slices of bread with each meal at the present time. The August and September, 1936, 
periods had a noticeable pain, which means that her tolerance has been exceeded 
and we must drop back to one slice or maybe two, well toasted. She has been 
under study for two years and ten months. 


We are unable to suggest the frequency of allergy as a causative 
factor in the total number of those suffering from dysmenorrhea. 

In conclusion we feel that this work shows very definitely that al- 
lergy plays part as a causative factor in essential dysmenorrhea. This 
is of particular importance since presacral sympathectomy has been 
rather frequently advocated in the recent past both in America and 
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abroad. On this account we feel that any patients who are suffering 
from essential dysmenorrhea should be thoroughly tested for causative 
factors before any such operation is performed. 
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THE FORGOTTEN MAN IN OBSTETRICS 
PauMerR M.D., OMAHA, NEB. 


OO often,’’ said Robert B. Lloyd, ‘‘do we forget those who first 

forced their way along paths which in the future become well fre- 
quented thoroughfares ... too often is the honor due to these pio- 
neers pushed into the limbo of obscurity by the very weight and mag- 
nitude of the chain, the initial links of which they themselves had 
helped to forge.’’ 

It was so in the making of the obstetric science. There have been 
men whose names are seldom mentioned and whose works are little 
known, yet they forged the first links in the chain of observation and 
experimentation, and so were an essential part in the making of price- 
less contributions. They are the forgotten men in obstetrics. 

The best robbed man in medical history was Soranus the Ephesian, 
who lived in the second century of the Christian Era. Throughout 
ancient and medieval times medical authors were not so meticulous 
as now in giving credit where credit was due. This, coupled with the 
singular incident that the books of Soranus ‘‘On the Diseases of 
Women’’ were unknown to succeeding generations until 1838 when 
August Lobeck of K6nigsberg translated them from the original Greek, 
accounts for the fact that for fifteen hundred years Soranus remained 
in comparative obscurity, his works garbled by all writers on ob- 
stetrics down to the time of Mauriceau at the end of the seventeenth 
century. It was Moschion, who probably lived in the sixth century, 
to whom much of the credit was given for the teachings of Soranus. 

A disciple of Hippocrates, Soranus is now recalled as ‘‘The Obste- 
trician of Antiquity.’’ Dissecting the human body he observed that 
‘‘the uterus is not convoluted as in the brutes but more like a cup- 
ping glass,’’ this in contradiction to the ancient writers who, failing 
to dissect the human body, assumed that the uterus of woman had 
two horns as in beasts. Verification of the observations of Soranus 


FINDLEY: FORGOTTEN MAN IN OBSTETRICS 337 


came a thousand years later with Leonardo da Vinei (1452-1519) and 
Andreas Vesalius (1514-1564) in their graphic portrayals of the gravid 
uterus. 

History records that Soranus was first to instruct midwives in the 
technic of podalic version, only to have this priceless invention all but 
discarded until the time of Paré early in the sixteenth century. He 
employed the knee-elbow position in the puerperium and delivered on 
the birth stool. While claiming no originality in either of these pro- 
cedures, Soranus, and before him Hippocrates, anticipated the Tren- 
delenburg position. To replace the prolapsed uterus they bound the 
knees, ankles, and hips to the rounds of a ladder and hoisted the lad- 
der to the gables of the house. It was Soranus, not John Harvie in 
the eighteenth century, who first instructed midwives how to protect 
the perineum from injury in birth. 

We are wont to think of gynecologic surgery as a modern invention, 
but there is abundant evidence that Soranus and his contemporaries 
performed major pelvic operations. Certain it is they who performed 
vaginal hysterectomies, probably by the application of the cautery. 
Commenting upon necrosis of the prolapsed uterus, Soranus said: 
“‘The blackened portion is to be resected in the same way as we resect 
the lobe of the liver or lung which has become necrotie from prolapse.”’ 
When the Arabs took over the relics of Greco-Roman culture the 
operative art of the ancients gave way to the branding iron. Said 
Albucasis, greatest of Arabian surgeons: ‘‘The operative art has dis- 
appeared from among us almost without leaving any trace behind. 
Only in the writings of the ancients do we find some references to it, 
but these, by bad translations, by errors and alterations, have become 
nearly unintelligible and useless.’’ 

The birth figures of Soranus, depicting the fetus in utero in all man- 
ner of grotesque attitudes, were credited to Moschion of about the 
sixth century and garbled and distorted by Rosslin in the Rosengarten, 
published in 1520. They appeared in works on midwifery to the 
seventeenth century without acknowledgment of their original source. 
Ludicrous as they appear today, they were accepted in good faith until 
late in the fifteenth century when Leonardo da Vinci sketched the 
fetus within the uterus lying in its natural position. 

Commentators tell us that Soranus was a diligent student of the 
works of past masters and faithfully acknowledged his obligations to 
them. It is unfortunate that posterity failed so signally in doing him. 
the honor that was his due. He was above all others ‘‘the forgotten 
man in obstetrics.’” But he was not the only obstetrician pushed into 
“‘the limbo of obseurity,’’ while credit was accorded to a successor 
more gifted in the art of publicity or more favored by social and pro- 
fessional contacts. 
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We have referred to Ambroise Paré who is credited with having 
revived the ancient practice of podalic version, but Paré himself diq 
not lay claim to such distinction. Called by Smellie ‘‘the famous re. 
storer and improver of midwifery,’’ Paré confessed that he had first 
seen the operation performed by Thierry de Hery and Nicole. While 
failing to popularize the procedure (this was the contribution of 
Mauriceau, Guillemeau and Portal), he extended the indications laid 
down by Soranus by resorting to version in severe hemorrhages and 
where immediate delivery was imperative. 

Nearly a century before Carl Siegmund Credé published Leitung der 
Nachgeburtsperiode, in which he described his method of delivering the 
afterbirth by external manipulations, John Harvie, a modest and retir- 
ing associate of Smellie in the teaching of midwifery at Wardour Street, 
London, and the successor of the Lancashire Scot after he retired to 
his native village of Lanark, published an unpretentious book entitled 
Practical directions showing a method of preserving the perineum in 
birth and delivering the placenta without violence (London, 1776), 
While lacking in many of the details Harvie’s work omitted none of 
the essential features which marked the technic of Credé, whose name is 
by common consent associated with the procedure. Harvie observed 
that if the placenta is delivered by nature alone or by gentle external 
manipulations, it will come away inverted. If delivered by force the 
reverse takes place; that is, the lobular side comes away first. Harvie’s 
work appeared thirteen years before Baudelocque described the two 
ways in which the placenta extrudes from the uterus, and although 
about one hundred years had elapsed, the names of Schultze and Dunean 
were embodied in the two methods of placental protrusion. 

There is much of romance in the history of ergot. Ranking among 
the great plagues of earlier times ergotism claimed 400,000 victims in 
France in 994 a.p., with sporadic recurrences of epidemics ori the 
continent of Europe and in England until well into the nineteenth 
century. John Stearns (1770-1848) popularized the use of ergot in 
obstetric practice and defined its limitations, but ergot was admin- 
istered as an oxytocie by Joachim Cameraritus in 1588, and the mid- 
wives of France, Italy, and Germany are said to have employed the 
drug for generations. There is abundant evidence that throughout 
the Middle Ages midwives recognized the abortive qualities of ergot 
and prescribed it in their practice. Stearns tells of his attention hav- 
ing been called to ergot by an old woman who was an immigrant from 
Germany, and she probably acquired her knowledge of the drug in 
her native country. 

Scipio Mercurio, a Dominican monk of Venice, Italy, in the sixteenth 
century, mixed his philosophy and theology with the study and prac- 
tice of obstetrics. Possessed of all the eccentricities of a genius, this 
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monk of the Dominican order paid homage to no authority. To his 
mind Hippocrates was not infallible, Avicenna sometimes spoke non- 
sense, Aristotle was not always the wise philosopher and scientist, 
Averrois was fooled by the old wives’ tale that women can become 
pregnant without a husband when in a bath, Galen was wrong in 
teaching that the uterus contains separate compartments and that 
early pregnancy can be diagnosed by the appearance of the urine, and 
the great Paré was remiss in failing to recognize the hymen. 

Mercurio was the author of the first work on midwifery published 
in Italy. This remarkable work (La Commare, 1596) held a command- 
ing position in Italy and Germany for 150 years. Two chapters are 
devoted to the subject of cesarean section in which the author was the 
first to suggest the cesarean operation in contracted pelves. Writing 
of combined version, now credited to Braxton Hicks, Mercurio said: 
“The midwife ought to use her hands, whereby she keeps one hand 
in the birth canal and the other on the abdomen; she may try to turn 
the child’s head downward and the feet upward. It may seem hard 
for the person who is not accustomed to manipulate but often it is 
easy to accomplish. One must not be in a hurry or excited, but wait 
patiently until the child is turned.’’ He referred to the ‘‘hanging 
legs’’ position which Albucasis introduced in the tenth century, and 
Walcher popularized and was given title to in the nineteenth century. 

Neither Braxton Hicks nor Marmaduke Burr Wright claimed pri- 
ority in the technic of podalic version, save in the development of 
certain details in the procedure, each contending for the credit for 
having first suggested the part played by the external hand in facilitat- 
ing the turning. That neither Hicks nor Wright is entitled to credit 
for originating the basie principles of combined external and internal 
version is clearly set forth in the records. Two and one-half centuries 
before the time of Braxton Hicks the Dominican monk (Scipio Mer- 
curio) described a somewhat similar procedure in his ‘‘ Midwife’’ book, 
and before him Hippocrates, Soranus and Roésslin referred to cephalic 
version by the cojoined action of the two hands. Wigand described 
the technic in detail in 1812 and Mme. La Chapelle (1769-1821) re- 
ferred to cephalic version, only to condemn it. 

Hendrik van Deventer of the Hague was first to call attention to 
the pelvic axis, but he is not entitled to the eredit for priority in point- 
ing out that the main cause of obstructed labor is to be found at the 
inlet of the pelvis. It was Mauquest de la Motte, a country prac- 
titioner in the village of Picardy, who is entitled to the distinction. 
Fasbender says, ‘‘History will record a prominent place for de la 
Motte in the doctrine of the narrow pelvis.’’ This remarkable man 
made his daily rounds on horseback, and in his isolation he acquired 
a resourcefulness that marked him as an obstetrician of unusual attain- 
ments, perhaps the greatest of his time. 
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Eminent in the field of letters, Oliver Wendell Holmes is credited 
with having made one of the most signal pronouncements in the history 
of medicine. His essay on ‘‘The Contagiousness of Puerperal Fever,” 
was indeed an inspired document, presented with cogent logie and 
withering satire. It was an assemblage of evidence gleaned from the 
literature and from personal correspondence but lacking the back- 
ground of laboratory research and clinical observations which marked 
the contributions of Semmelweis. With no thought of disparaging the 
contributions of Holmes and Semmelweis, we recall that at the time 
Semmelweis was making his observations and experiments in the 
Vienna hospital, a young interne in the Maternité d’Paris was strug- 
eling with the same problem and ultimately arrived at almost identical 
conclusions. Later, he obtained results in the lowering of the maternal 
mortality of puerperal fever that were comparable to those obtained 
by Semmelweis. Stephane Tarnier knew nothing of the work of Sem- 
melweis when pursuing his investigations, yet there was a striking 
similarity in their methods of procedure and in their results. It was 
he who introduced the term ‘‘puerperal septicemia. ”’ 

Not until well into the eighteenth century was there anything ap- 
proaching a clear conception of the contagious nature of the malady 
and even then it was not known that the disease could be conveyed 
from one individual to another. Living in comparative obscurity in 
the latter half of the eighteenth century Charles White ‘‘travelled 
along unknown paths which later became open thoroughfares.’’ A 
contemporary of William Smellie and William Hunter, White stressed 
the retention of the lochia as an etiologic factor in puerperal fever and 
recommended elevation of the head of the bed to promote drainage; 
thus anticipating the so-called Fowler position. That he anticipated 
antisepsis long before the time of Lister is evidenced by the following 
quotation from his Treatise on the Management of Pregnant and Lying- 
in Women (London, 1772). 

‘‘T must not omit to mention in this place,’’ said he, ‘‘the good effects I have 
experienced from emollient or antiseptic injections into the uterus, by means of a 
large ivory syringe, or an elastic vegetable bottle. . .. I have by this means known 
the fever much assuaged, and in many cases wholly extinguished.’’ White stressed 
the importance of isolation of fever stricken patients and the disinfection of the 


lying-in wards; he advocated clean linens and the delivery of women in rooms set 
apart from the contaminated wards. 


In the years 1790 to 1792 Alexander Gordon of Aberdeen was in the 
thick of an epidemic of puerperal fever. From clinical and postmortem 
observations Gordon arrived at the conclusions that the disease was 
contagious, that it was a specific disease affecting lying-in women. He 
pointed out that ‘‘the matter is readily and copiously admitted by the 
numerous patulous orifices which are open to imbibe it, by the separa- 
tion of the placenta from the uterus.’’ 
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To Gordon should go the eredit of recognizing puerperal fever as 
a wound contamination and for identifying the carriers of the con- 
tagion. Semmelweis believed the virus to be decomposed animal 
organic matter, which recalls the story that in the ninth century 
Rhazes, the Arabian, must have associated decomposed animal organic 
matter with disease. In order to determine the site of a hospital in 
Bagdad, it is said that he hung portions of meat about the city and 
where the meat was last to spoil, there he built the hospital. 

Augustus Hauptman and Christean Langius had the misfortune to 
be born two hundred and fifty years too soon. Foreshadowing the 
observations of Schaudinn and Hoffmann they contended that the 
venereal poison was nothing other than ‘‘a numerous school of little 
nimble, brisk invisible living things, of a very prolifick Nature, which 
when once admitted, increase, and multiply in Abundance; which lead 
frequent Colonies to different Parts of the Body; and inflame, erode, 
and ulcerate the Parts they fix on.”’ 

Their contemporary, John Astruc, physician to Louis XIV, retorted: 
‘‘Tf it was once admitted, that the Venereal Disease could be produced 
by invisible living things swimming in the Blood, one might with equal 
Reason allege the same Thing, not only of the Plague ... but also in 
the Small Pox, Hydrophobia, Itch, Fetters and other contagious Dis- 
eases .. . and thus the whole theory of medicine would fall down.”’ 
Two hundred and fifty years later, says Howard Haggard, ‘‘Pasteur 
demonstrated that contagious diseases were caused by little living 
things, bacteria.’” In 1905 Schaudinn and Hoffmann found the organ- 
ism of syphilis ‘‘swimming in the blood’’. . . and revealed their ‘‘very 
prolifick Nature, which when once admitted, increase and multiply in 
Abundance; which lead frequent Colonies to different Parts of the 
Body (and inflame, erode and ulcerate the Parts they fix on).’’ 

We are told that ‘‘He who cannot render an account to himself of 
at least three thousand years of time, will always grope in the dark- 
ness of inexperience and merely live from day to day.”’ This is but 
another way of saying that the achievements of today are deeply 
rooted in the past. 
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ANALGESIA IN LABOR CONSIDERED FROM THE STAND- 
POINTS OF MEDICINE AND PSYCHOLOGY* 


GERTRUDE NIELSEN, M.D., OKLAHOMA CiTy, OKLA. 


BSTETRICS seems to be today at much the same turning point 
as a hundred and fifty years ago. 

After 1730, the forceps, the ‘‘noble and beneficent’’ instrument of 
the Chamberlens, became generally accepted. It was used exten- 
sively by the French accoucheurs who were the leaders in obstetrics 
for more than a hundred years. They considered obstetrics as a 
branch of surgery and the art of delivery as a problem in operative 
skill. Smellie in England, on the other hand, resented the transfor- 
mation of a natural process into an artificial one and placed obstetrics 
on an anatomicophysiologic basis. His work on the pelvis and 
Hunter’s treatise on the anatomy of the pregnant uterus, laid down 
the fundamental principles of obstetric science; for, in obstetric 
thought, the size of the pelvis and uterine function are the poles 
around which all problems of labor revolve. To the present day the 
teachings of the English school, which rely more on the forces of 
nature than on the skill of man, dominate conservative obstetrics. 

However, of late, the principles of the French school seem to have 
been revived. In the words of Plass!: ‘‘The most striking change in 
obstetric practice in the last fifteen years has been the great increase 
in operative deliveries. A certain few have raised their voices against 
the tide of radicalism, but apparently without stemming its rise.”’ 
The analysis given in the Fifteen States’ Report? and the Report of 
the New York Academy of Medicine on Maternal Mortality,? shows 
that there is at present too frequent and incompetent interference in 
labor. A marked increase in cesarean sections, in some hospitals as 
high as 500 to 1,200 per cent has taken place in recent years.* Deliv- 
ery by forceps, as a so-called prophylactic operation, is being recom- 
mended by some obstetricians as the safest method of terminating 
labor. To be sure, many accoucheurs deliver by forceps with a mini- 
mal risk; but the fact remains that operative delivery carries with it 
an added mortality and morbidity for mother and child. 

I strongly share the opinion of many observers that a major cause 
of this disheartening situation is the increased use of analgesics in 
labor. This contention is borne out by a study of foreign statistics. 
In Holland and the Scandinavian countries, which have the lowest 


*Read before the Section on Obstetrics, Gynecology and Abdominal Surgery at the 
Eighty-Seventh Annual Session of the American Medical Association in Kansas City, 
Mo., on May 14, 1936. 
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infant and maternal mortality, analgesics are used very judiciously, 
and operative delivery is resorted to only in about 3 per cent of the 
eases as compared to 20 per cent in New York. 

It is not my intention to condemn analgesics altogether. I consider 
their use justified in the second stage of labor. However, I maintain 
that the routine administration of analgesics in the first stage is as 
wrong as any other indiscriminate medical procedure. 

A study of the various drugs used shows that an analgesic which is 
perfectly safe for both mother and child has not yet been discovered.° 
It seems that with the commonly used anesthetics, such as ether, 
chloroform, and nitrous oxide and oxygen, the mother carries the 
main risk. If applied intermittently during the second stage, their 
administration has been approved by all obstetric schools. 

The drugs used to produce amnesia and analgesia, on the other 
hand, appear more dangerous to the fetus. Morphine and its deriva- 
tives, mostly used in combination with scopolamine, have been con- 
demned by many investigators’ because they prolong the second stage 
and too often cause asphyxia in the fetus. 

Gwathmey’s analgesia, which is a combination of morphine with 
magnesium sulphate and rectal ether and quinine, is widely used.® 
The following complications make it objectionable: rectal irritation, 
ether shock, arrested labor, fetal asphyxia and narcosis which are fre- 
quent and at times serious. 

Recently the barbiturates have been introduced into obstetrics 
Their pharmacologic action is hypnotic, sedative and antispasmodic, 
mildly analgesic and only in large toxic doses anesthetic. Judging 
from the clinical disadvantages mentioned by several investigators, 
large toxic doses have apparently been used. These disadvantages 
are’: 
1. The administration requires the close attention of the physician or of two 
trained attendants, since in some cases restlessness and excitement result which 
make the patient difficult to control, especially during labor. 

2. The initial drop in blood pressure and respiration after intravenous administra- 
tion is sudden and sometimes alarming. 

3. At times the analgesia is uncontrollable and must be counteracted by the 
prompt use of stimulants. 


4. A decided increase in operative deliveries results and often deep apnea in the 
child. 


All the drugs mentioned reduce uterine contractions, both in fre- 
quency and in strength, and thus interfere with normal uterine fune- 
tion.® They prevent the very essential cooperation of the mother in 
the second stage, thereby causing an arrest of labor and making 
operative delivery inevitable. 
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Since normal uterine function is the all-important factor in the ex. 
pulsion of the child, and since the character of the contractions is our 
best index of the progress of labor, the danger of any procedure which 
disturbs uterine function and distorts labor is obvious. In addition, 
uterine dysfunction predisposes to hemorrhage in the third stage, 
Furthermore, it is known that patients who are afraid before an oper. 
ation often suffer from shock. This has been explained as damage 
to the cells of the higher nerve centers transmitted by afferent im- 
pulses from the trauma.’ Even deep surgical anesthesia is unable to 
overcome the influence of emotion. Hence, in labor, where fear is a 
major cause of pain, psychic damage cannot be prevented by anes- 
thesia. 

Finally, all analgesics cause a depression of the respiratory center 
of the fetus. Since inefficiency of this center is a striking character- 
istic of the newborn, the cause of such vague conditions as apnea, 
delayed respiration, asphyxia and atelectasis, when not due to gross 
birth injuries, is obvious in many cases.'! 

Easy spontaneous delivery is of no little importance to the child, 
for it has been indicated by psychoanalysis that inability to overcome 
the birth trauma is one of the causes of neuroses in later life. 

In spite of what has been said here, many obstetricians claim that, 
without risking their practice, they are unable to resist the demand 
of women for short and painless labor. This shows a lack of proper 
education of the patient and a failure on the part of the physician to 
eonsider the important psychologic aspects of childbearing. 

It is much to be regretted that so little work has yet been done on 
the psychology of pregnancy.’* Conception is often accompanied by 
a strong emotional reaction ranging from exultation in the case of 
successfully treated sterility to despair when the pregnancy involves 
social disapproval. Even in normal cases the pregnant woman is emo- 
tionally unstable and latent psychic disturbances often become mani- 
fest.18 

Childbearing is so essential an experience to a woman that the 
thwarting of its normal course by the excessive use of analgesics may 
cause damage to her personality. If she is carried through delivery 
in an unconscious state, she is deprived of the experience of giving 
birth to her child, and in some eases she will pay for this escape from 
reality by nervous disorders.!* 

As shown by Read” in his admirable book, Natural Childbirth. fear 
is the principal cause of pain in labor. The uterus is capable of pro- 
ducing rhythmic contractions independently of the autonomic and 
sympathetic nervous systems and, like other protected viscera, it has 
no nociceptors. Hence, uterine function should not be essentially 
painful. Observations of labor among primitive peoples bear out this 
eonclusion.1® 
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Religion and folklore, as well as early obstetric practices, have pro- 
duced in civilized woman a fear of childbirth which, if not overcome 
by proper psychologic management, constitutes a serious obstacle to 
normal parturition. Much damage is done by irresponsible allusions 
to the dangers of childbirth and by sensational magazine articles 
which have gone so far as to advocate cesarean section as the only 
humane method of delivery. 

The discomfort at labor is not intolerable. Labor pain is inter- 
mittent, lasts only a limited time and is followed by a natural am- 
nesia. Its function sets it apart from pathologic pain, a fact which is 
readily understood by the patient and deserves greater recognition by 
the physician. If the question of pain relief is raised by the patient, 
which by no means happens in every case, we assure her that she 
will be given all the relief necessary for her and compatible with the 
safety of her child, thus indirectly conveying the idea that drugs are 
not always harmless to the baby. 

If childbirth is such a profound experience in a woman’s life, it is 
the duty of the obstetrician to make it a happy one and not an ordeal 
or a tragedy. The physician should realize that he has an important 
function as an educator. The obstetrician is fortunate in having nine 
months in which to teach the patient sound ideas about childbearing. 
Much ean be accomplished by giving her a good book to read, and 
eareful psychologic observation should be made a part of the prenatal 
eare. With sufficient psychologic ability, the physician should be able 
to win her absolute confidence and thereby dispel all doubt and fear. 

To be sure, there appears during the last weeks of pregnaney an ir- 
rational awareness of the mystery to be experienced by each woman for 
herself at the time of delivery, but it would be a mistake to interpret 
this inarticulate sentiment as fear of pain. 

The keynote of the successful management of labor is the conscious 
participation and cooperation of the patient. She should observe her 
contractions and keep a record of them while they are still mild. If 
taught that hard, long contractions are the ones which will accom- 
plish the birth of her child, she will wait eagerly for the ‘‘good’’ con- 
tractions and discount the occasional light ones. 

During the tedious first stage of labor, the psychologic skill of the 
physician is all-important. He should attempt to preserve as long as 
possible the elation which the patient experiences in anticipating the 
coming of her baby. Later, he should guard against fear and exhaus- 
tion by his cheerful confidence and assurance that all is well and by 
encouraging relaxation. If necessary, he may administer a single 
small dose of analgesia for the purpose of dulling the activity of the 
mind rather than producing insensibility to pain or even unconsciousness. 
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The beginning of the second stage is marked by a change in the 
mental attitude of the patient. All feeling of futility is gone; she con- 
centrates with deliberation on the task to be accomplished. In spite 
of the more painful contractions, resolution and courage take the 
place of resignation. We can now safely administer an anesthetic and 
thus make easier her full cooperation in the expulsion of the child, 

The head should not be delivered at the height of a pain. At the 
proper moment, the mother is told that her baby is about to be born 
and asked to bear down slowly as the contraction subsides. The head 
is then delivered by preserving its flection during its passage through 
the vulva, and with the onset of the next contraction the shoulders are 
lifted over the perineum.!’ With proper management the vulva and 
the perineum are completely relaxed and permit the passage of the 
child without injury. 

This active participation in giving birth to her child will be remem- 
bered by the mother long after the troubles of pregnancy and labor 
have been forgotten and will be cherished as an experience which she 
would not miss. 

In the third stage the parental instinct appears with its overwhelm- 
ing joy and tenderness to the baby enhanced by the pride of accom- 
plishment. These emotions will be carried into the puerperium and 
further quick recovery. 

In my observation no woman, whether intelligent or unintelligent, 
modern or old-fashioned, wants the birth of her baby to be a blank 
in her memory. Certainly, few will wish to be relieved of pain at the 
risk of harm to her baby. 

It is to be hoped that future chemical and pharmacologic work will 
provide us with more satisfactory analgesics. Research on the psy- 
chology of childbearing, too long neglected, should be even more valu- 
able, for, as here indicated, new drugs are needed less than improved 
obstetric management. 
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McEuen, Selye and Collip: Some Effects of Prolonged Administration of Oestrin 
in Rats, Lancet 1: 775, 1936. 


The authors report the results of subcutaneous injections into castrate female rats 
of estrone for periods longer than 132 days. Simple enlargement of the pituitary 
occurred in 8 of 12 rats. These changes were less marked in ecastrates. Six castrate 
females, initially three or four months old, received daily subeutaneous injections of 
20 y of estrone (in corn oil) for 331 days; vaginal estrus was maintained with few 
lapses. Then for another thirty-day period all estrone was stopped in five, but some 
of these were given crystalline progesterone. In all five an anestrus state returned 
and when sacrificed no material differences were discovered. The findings were: 
hypertrophic fibrosis, squamous metaplasia, enlarged pituitaries, multiple mammary 
milk cysts, enlarged adrenals. The sixth rat, which received estrone the full period, 
had atrophy of the adrenal cortex. 

Due to the source of these rats hereditary tendencies toward tumors were re- 
moved. 
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CHROMIC ACID FOR THE TREATMENT OF CHRONIC 
INFECTIVE ENDOCERVICITIS 


JuLIAN WALDO Ross, M.D., WasuHineton, D. C. 


(From the Department of Obstetrics and Gynecology, Howard University School 
of Medicine and Freedmen’s Hospital) 


URING the past twenty years, I have treated 250 cases of chronic 

infective endocervicitis by the use of chromic acid with its com- 
plete eradication within a short time, five to seven weeks. After a 
follow-up period of from five to fifteen years during which neither 
cervical stenosis nor interference with labor has been encountered, 
the restraint for designating this method of treatment successful is 
completely removed. 

It is to be remembered that the seat of this pathology is in the endo- 
cervical glands, which are imbedded in the fibromuscular coat, and 
exposed to irritation and congestion with the elaboration of a profuse 
exudate. This leucorrhea by its alkalinity reduces the hydrogen ion 
concentration of the vaginal secretion with resultant cervical erosion. 
If one remembers also that occlusion of the gland ducts by fibrous tis- 
sue results in cyst formation (ovula nabothi), the clinical picture of 
chronic infective endocervicitis is again vividly portrayed. 

The fact that chromic acid as such is antagonistic to the alkaline 
cervical leucorrhea and in addition to coagulating, possesses an oxi- 
dizing property which increases its penetrating power, suggested the 
feasibility of its use as an effective agent for treating chronic cervical 
leucorrhea. 

METHOD 

Requirements.—Chromic acid (crystals or liquefied), alcohol, hydrogen peroxide or 
caroid solution, alcohol lamp, long metal applicator flattened or threaded at the tip, 
vaginal bivalve speculum, uterine sound, pledgets of cotton, and rarely a cervical 
tenaculum. 

Preparation.—The patient is placed in the lithotomy position, vaginal speculum in- 
serted, vagina cleansed, exudate removed from cervical canal with hydrogen peroxide 
or caroid solution on pledgets of cotton, direction and depth of cervical canal ascer- 
tained with uterine sound, a pledget of cotton saturated with alcohol is placed 
under the posterior cervical lip in the speculum for protection from any chromic acid 
excess or overflow during its application. 

Technic.—Chromic acid (4 to 6 granules) fused on the flat end of the applicator 
over the alcohol lamp or the liquefied acid on a small pledget of cotton wrapped on 
the threaded end of the applicator, is introduced into the cervical canal one-fourth its 
length for thirty seconds. The applicator is rotated so that the acid comes in contact 
with the entire circumference of the canal. No anesthetic is required. After its with- 
drawal, the patient remains on her back for three minutes to insure retention of the 
acid within the endocervix. 
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Similar applications at seven-day intervals are repeated, including an additional 
one-fourth length of the cervical canal each time, the last extending to the internal 

Four applications are thus required to complete the treatment. 

The chemical action of the chromic acid could be readily controlled by the 
application of alcohol to the treated area; but since penetration is the primary 
requisite for reaching and eradicating the deep-seated pathology, such use of alcohol 
is never required. 

The accompanying cervical erosion obviously requires no special treatment, as it 
heals following each endocervical application of chromic acid in direct proportion 
as the reaction of the vaginal secretion returns to normal (acid). However, touch- 
ing the eroded area with the chromic acid facilitates its healing. 

Complicating nabothian cysts are adequately treated by puncturing with a bistoury, 
evacuating their contents, and touching their cavities with chromic acid on the 


os. 


applicator. 
The patient should be advised of the following by-effects of the treatment: The 


alcohol on the cotton may cause a stinging pain in the vagina for a short time; the 
leucorrhea increases in amount one to three days following each application; an offen- 
sive odor from the discharge requiring the use of a deodorant appears after the 
second or third application; rarely, about one hour following the fourth application, 
there may occur abdominal pain, nausea and vomiting due to entrance into the 
uterine cavity of a small amount of the chromic acid. These soon pass off and 
require no treatment; menstruation may be slightly prolonged should it occur during 
the treatment interval. 

One week after the last application the patient is instructed to take, a cleansing 
vaginal douche of lysol or creolin (1 per cent once daily for two weeks, douches 
previously not having been allowed. She may notice the eschar or necrotic plug 
washed from the endocervix during a douche. 

The patient is instructed to return for final examination at the end of the douche 
period when one will find that the leucorrhea has ceased, the erosion healed and 
the cysts of Naboth have disappeared; previous hyperplastic and/or everted cervical 
lips are normal; the treated surface is smooth and epithelialized; and the external os 
again presents the operculum. The only contraindication to the use of this method 
worthy of consideration is acute adnexitis. 


The nonsurgical methods heretofore employed for the treatment of 
chronic infective endocervicitis are legion and have included practically 
anything from a simple vaginal douche of table salt and baking soda to 
the endocervical application of radium, including tamponade, intra- 
cervical medicinal injections, ionization, galvanism, suction treatments, 
ete. But owing to the unique anatomical pattern of the cervix uteri, 
the location and peculiarity of the involved pathology, and the extreme 
difficulty in reaching the seat of the trouble, the results of those meth- 
ods have been generally disappointing to both the patient and the 
physician. 

The merits and shortcomings of a few of the prevailing methods in 
use including surgery may be briefly discussed: 

The surgical methods of Schroeder,1 Sturmdorf,2 Simon,3 might be summarized 
with the comment that although efficient, they are contraindicated during the child- 
bearing period in which the endocervicitis is most prevalent, because of the resulting 
sear tissue which would offer a serious complication in labor. It is also strictly a 
hospital procedure requiring anesthesia and surgical skill. 
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Electrocauterization, Dickinson,t requires expensive electrical apparatus and 
technical skill and essentially reduces rather than eradicates the infection by the 
technic (linear cauterization) generally advocated; and complications following 
cauterization of the cervix uteri have been reported, Cannell and Douglass,5 
Electrocoagulation, Ende,é in addition to being more expensive than electrocauteriza- 
tion, is more technical; but has the advantages of neither carbonizing the tissues nor 
ultimately producing scar tissue, since its healing process is anaerobic. However, 
death following coagulation of the cervix has been observed, Hiller.? Furthermore, 
an elongated cervix would be treated effectively with great difficulty with the usual 
cervical coagulation electrode. 

Conization, Hyams,§ not unlike the surgical method both in the skill required and 
results obtained, obviously is best reserved for the postnubile period. 


It seems, therefore, that any method employed for the treatment of 
chronic infective endocervicitis nonsurgical, inexpensive, practical, a 
home or office procedure, requiring no technical skill, easily control- 
lable, not contraindicated by childbearing, void of serious complica- 
tion or sequela, giving from 99 per cent to 100 per cent satisfaction 
within a reasonably short time and with the patient always ambulant, 
is deserving of more than casual consideration. Such is the record in 
my experience from the use of chromic acid. 

The writer therefore commends its use to the profession as a safe, 
sound, and satisfactory method of treatment, not alone for the ex- 
eellent results obtained, but as a possible stimulus to further investi- 
gation with a view of discovering or developing, perhaps, a better or 
more desirable method for the eradication of this perennial, embar- 
rassing, and heretofore unsatisfactorily treated condition which com- 
prises such a large percentage of current gynecologic pathology. 


SUMMARY 


1. The successful treatment of 250 cases of chronic infective endo- 
cervicitis by the use of chromic acid is discussed. 

2. No worth-while consideration, complication or sequela contraindi- 
cates its employment except acute adnexitis. 

3. The method is nonsurgical, inexpensive, a home or office procedure, 
and requires no anesthesia or technical skill. 

4. A critical discussion of the prevalent methods is presented. 

5. Use of chromic acid for the treatment of chronic infective endo- 
cervicitis is commended to the profession. 
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Editorial Comment 


A National Congress of Obstetrics and Gynecology 


NTEREST in the welfare of womankind is age old. Within historic 

times, however, it has been based largely on sentiment, religion and 
conventional standards of morality, rather than on knowledge and 
reason. And as for the care of women during pregnancy or the 
multitudinous complaints originating from or ascribed to her genera- 
tive organs, it is scarcely a hundred years since obstetrics and gyne- 
cology as a distinct branch of medicine began to grow and develop 
into the recognized specialty of the present day. A vast amount of 
knowledge has accumulated and many physicians have taken up the 
study and practice of obstetrics and gynecology as their life work. 
Clinies, research laboratories, and hospitals in great number have been 
dedicated to this specialty and meetings of those immediately inter- 
ested in the subject are held during each year at different places and at 
varying intervals for the discussion of scientific and practical problems. 
Obstetrics and gynecology, particularly the former, have developed a 
much wider sphere of interest than that limited to their practitioners ; 
there are important public welfare aspects to be considered as well as 
the wider fields of general medicine and surgery and the somewhat 
narrower ones of eugenics, sociology, ete. The progress, even the 
survival of the human race are questions to be considered by the stu- 
dent of maternity. 

Problems naturally develop with the expansion of knowledge, prob- 
lems which can be demonstrated and discussed most successfully at a 
meeting of minds and persons. Congresses, both international and 
national, afford such a means. The last International Congress of 
Obstetrics and Gynecology was held in Berlin in 1912. Efforts since 
the Great War to develop another have not met with much success. 

The uncertainties of European politics, the universal depression, the 
lack of an impelling force, have made very difficult an international 
gathering. Holland, however, is attempting to do so and has called 
a Congress to meet in Amsterdam in 1938. How much support it will 
receive from other countries naturally is uncertain in view of the dis- 
turbed conditions in Europe and elsewhere. However, the opportu- 
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nities offered for discussion and the interchange of ideas at an occasion 
of this kind are not to be denied even if the gathering were to involve 
only a single or a limited group of nations. And so the United States 
might well take steps to hold a national congress within its own bound. 
aries in the near future, say in 1939. 


The fact might be revealed that preliminary discussion has taken 
place in various national and district society groups and the consensus 
of opinion has been the advisability of turning over the preliminary 
arrangements at least, to the American Committee on Maternal Wel- 
fare, the membership of which includes representatives from all the 
interested and important national and sectional groups. As a matter 
of record, resolutions of endorsement have been approved by various 
groups, including the American Gynecological Society, the American 
Association of Obstetricians, Gynecologists and Abdominal Surgeons, 
the Central Association of Obstetricians and Gynecologists, and the 
Section on Obstetrics and Gynecology of the American Medical 
Association. 

If a National Congress can be assembled it must be comprehensive 
in all respects, especially in the sense that it should include not only 
the specialist but the general practitioner; likewise the social service 
worker, health officer, and nurse should be invited to participate in 
its deliberations. This gathering must not be just ‘‘another medical 
meeting,’’ it must have a wider appeal. The program should be based 
primarily on the presentation and discussion of topics and problems 
that are still unsolved as well as those about which we have aceumu- 
lated but not always correlated knowledge. The contemplated con- 
gress must be held at a centrally located city with adequate facilities 
for its varied purposes, preferably in the month of June or September. 
The eall should be nation wide, so as to reach every practitioner of 
medicine who is interested in this branch, as well as all public health 
authorities because of their close connection with maternal welfare 
work, and finally, the many lay organizations which have contributed 
so much to the preparations for better maternity care. 


This announcement of a contemplated national congress might act 
as a challenge to the members of the American medical profession and 
in this way draw from them suggestions and comments. For to be 
successful, the Congress must be in response to a demand, it must 
reflect a desire for information and discussion, it must impress itself 
on the public as well as the professional mind, as a means to an end. 


The JourNAL is desirous of giving its support to the contemplated 
movement and in subsequent issues will present to its readers further 
information as this develops. 

In the meanwhile it is hoped that those to whom the preliminary 
steps have been entrusted will, at an early date, proceed to outline the 
scope and purposes of a national gathering of those concerned with 
and interested in this important branch of medical practice. 


— 


Department of Reviews and Abstracts 


CONDUCTED BY HuGo EHRENFEST, M.D. 


Selected Abstracts 


THE NEWBORN INFANT 


Uchimura, Kenji: Group Specificity of Amniotic Fluid and Its Relation to Blood 
Group of Newborn and Mother, Tohoku J. Exper. Med. 28: 260, 1936. 


Uchimura investigated this problem in 130 cases and found that fresh or con- 
centrated amniotic fluid contains no isoagglutinins. With absorption of ag- 
glutinin the fluid shows the Types O, A, B and AB exactly like blood. The relations 
of group types between maternal or fetal blood and amniotic fluid are as follows: 
In about one-third of the cases fetal and maternal bloods belong to the same group; 
in the other two-thirds they are different. In this latter larger group he found the 
largest percentage (almost 60 per cent) of instances in which the amniotic fluid and 
newborn’s blood belonged to the same group, the fewest cases (8.5 per cent) in which 
the amniotic fluid belonged in the same group with the mother’s blood. 

The article brings a detailed description of the technie employed in these studies. 


EHRENFEST. 


Uchimura, Kenji: Blood Groups of Newborn and the Paradox Phenomenon, 
Tohoku J. Exper. Med. 28: 272, 1936. 


Investigating the cord blood immediately after expulsion of the child, the writer 
ascertained that in 130 eases the blood of the mature child in general shows the 
same percentual distribution among the various groups as the blood of adults. In 
the majority of instances (76.6 per cent) the isohemagglutinin originates in the 
child, in only 7.2 per cent in the mother. Only in a few cases there is a discrepancy 
with the blood type rule and the fetal agglutinin is identical with that of the mother. 
In these cases the agglutinin titre of the fetus is markedly low. This paradoxic 
phenomenon cannot be ascribed to the fact that in the newborn’s blood the agglutina- 
tion titre of the plasma usually is lower than that of the serum. It can be assumed 
that the circulating blood does not contain agglutinin but that this characteristic 
faculty develops only after the blood has been taken out of circulation. These find- 
ings contradict the assumption of Hess that agglutinins in large quantities pass 
from the mother during pregnancy into the fetal circulation or particularly in the 
moment of separation of the placenta. 

EHRENFEST. 


Nakagama, J.: Research on Gigantic Children, Jap. J. Obst. & Gynee. 15: 504, 
1932. 
Among 14,027 deliveries at the Kyoto Imperial University there were 153 children 


(1.09 per cent) who weighed over 4,000 gm. and 10 newborn (0.07 per cent) 
who weighed more than 4,500 gm. These large babies increased in number with 
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advance in age of the mothers and especially in those who had had a number of 
children. Most of the large children were born in June and the least number in 
April. More of the children were males. Other causal factors seemed to be 
heredity, consitution and frame of the parents, and prolongation of pregnancy. Labor 
is usually easier than expected except in primiparas. Difficulty is encountered only 
because of the large size of the baby and not because of malpresentation or uterine 
inertia. Most of the complications consist of atonic hemorrhage, perineal lacera- 
tions and premature rupture of the membranes. Spontaneous delivery occurred in 73 
per cent of the cases. The maternal mortality was 1.8 per cent and the fetal death 
rate was very high. (The author does not give the fetal mortality.) 


J. P. GREENHILL, 
Pape, Walter: Excessively Large Newborn Babies, Ztschr. f. Geburtsh. u. Gynik. 


105: 370, 1933. 


In Osnabrueck (Westphalia) 558 of 4,165 (13.4 per cent) newborn babies weighed 
over 4,000 gm., an unusually high percentage in comparison with reports from Berlin, 
Dresden, and Munich (3 to 4 per cent); height and weight averages of the parents 
were above the normal. Many mothers were found habitually to give birth to over- 
sized babies. Mothers very often made the statement that they themselves had 
been excessive in weight at birth. Many factors, such as diet, rapid weight increase 
of the mother, seasons, weather, early or retarded menarche, regarded responsible 
for oversized babies were found to be of no significance. An unusually large number 
of primiparas are among the mothers. The duration of pregnancy was found to 
have a distinct bearing upon the baby’s size. Many of the patients went beyond 
term. The mothers were generally tall and strong, a characteristic of the Westphalian 
stock. No contracted pelvis was encountered. Of the deliveries 96 per cent were in 
cephalic presentation, 2.3 per cent in breech. The mechanism of labor resembled that 
of the contracted pelvis. The fetal heads were unusually hard and unyielding. 
Uterine inertia, long second stage of labor, operative interference, atonic postpartum 
bleeding occurred more often than with the normal-sized baby. Ten mothers died, 
4 from sepsis, and 3 from peritonitis. The author concludes that the prognosis for 
both mother and child is less good than in those with normal-sized babies. The im- 
portance of early diagnosis of oversize of the fetus is stressed, but without stating 
how this can be done with any degree of certainty. Nevertheless certain points in 
the history of the patient bear weight, such as previous delivery of a large baby and 
the frequent occurrence of excessively sized babies in certain families. Cases that 
are diagnosed should be terminated before term or at least at term. 


GROVER LIESE. 


Kimura, Y.: Japanese Statistics on Large Newborn Infants, Jap. J. M. Se. 
Gynec. 1: 61, 1936. 


Among 24,058 full-term labors in the Tokyo Royal University Clinic there were 
born 190 infants weighing more than 4,000 gm. Of these, 175 weighed between 
4,000 and 4,500 gm., only 12 between 4,500 and 5,000 gm., and but 3 above 5,000 gm., 
the largest being 5,150 gm. Not rarely the same mother has two or three infants 
of excessive size. Usually the mothers are well built; there was only one instance 
of true pelvic contraction among them. Multiparas amounted to over 92 per cent. 
In many cases the duration of pregnancy seems abnormally long, the average being 
289 days, but in almost 19 per cent more than 300 days. The ratio of male to female 
infants was 141 to 100. Complications of pregnancy were comparatively rare, 10 in 
the 190 women. In contrast stand the complications of labor. For primiparas the 
average of labor amounted to over twenty-seven hours, for multiparas approximately 
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About 39 per cent represented pathologic labors; most 


nine and one-half hours. 
Almost 


common were atonic hemorrhages, secondary inertia and maternal injuries. 
20 per cent required operative interference. Striking was the prevalence of breech 
presentations, 5.8 per cent. Only two mothers died, one from a uterine rupture, the 

The fetal mortality was high, 10 


other from a premature placental detachment. 
per cent (usual mortality in the clinic being 2 per cent). 


ENRENFEST. 


Gaujoux and Blanchard: Recurrence of Fetal Malformation, Bull. Soc. d’obst. et 
de gynée. 23: 563, 1934. 


Reeurrence of fetal monstrosities is rare. In the Strassburg Clinic among 17,000 
labor cases there were 40 monstrosities but only two of these were recurrences. The 
authors recently observed a case in which the first child had a hydrocephalus while 
the second child had an anencephalus. Wassermann tests were negative. Halbrecht 
believes such cases are due to hereditary syphilis in the second and third generation 
and advocates early and intensive specific treatment for the mother of a malformed 


infant. 


J. P. GREENHILL. 


Goldmaier, E.: The Inheritance of Monstrosities, Monatschr. f. Geburtsh. u. 

Gynik. 99: 2, 1935. 

In the Frankfurt Clinic during the last ten years among 13,920 labor cases, 
there were 36 cases of monstrosities among the newborn. Goldmaier investigated 
the heredity of these monstrosities. Only 22 cases could be properly studied and 
among these the author found a definite hereditary factor in 9. He discovered that 
heredity did not manifest itself in exactly the same form every time and that there 
were nonspecific tendencies toward monstrosities. 


J. P. GREENHILL. 


Diamond, M.: Calcification of the Myocardium in a Premature Infant, Arch. 
Path. 14: 137, 1932. 


Diamond reports a case of calcification of the myocardium in a premature infant 
who lived for thirty minutes. The pathologic changes in the heart muscle were 
secondary to toxic degeneration of the muscle fibers. Inasmuch as no evidences of 
infection could be found in the fetus, it was assumed that the toxie agent originated 
in the mother. Fatty degeneration plays no part in calcification of the muscle fibers. 


W. B. SERBIN. 


Levinson and Learner: Blood Cysts on the Heart Valves of New-Born Infants, 
Arch. Path. 14: 810, 1932. 


Levinson and Learner describe elevated dark red nodules found on the leaflets of 
the heart valves of the newborn as small eysts filled with blood. They occur on the 
mitral and tricuspid valves with about equal frequency; less often on the pulmonic 
and rarely on the aortic leaflets. In their series the incidence is 75 per cent; they 
are rarer after the first six months and very rare after two years. 

Histologically, these nodules appear as monolocular or even multilocular spaces 
filled with red blood cells; the partitions between the spaces were not complete, thus 
indicating a communication between the compartments. The spaces are lined by a 
single layer of endothelial cells, similar to the surface epithelium of valve leaflets. 
There are 4 possible explanations for these nodules, viz.: (1) hematomas, (2) 
ectatic or dilated blood vessels, (3) angiomas, (4) spaces filled with blood as a 
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result of pressure of the latter into crevices running from the surface of the leaflet 
into the stroma. This latter view is supported by wax model reconstructions and 
by analysis of demonstrable facts. There is no pathologic significance to these 
nodules; they are a common anatomic finding. They have been found most commonly 
between the seventh month of intrauterine and the fifth month of extrauterine life, 


W. B. Sersin. 


Stohr, G.: 
1934. 


Malformations of the Heart of the New-Born, Arch. Path. 17: 311, 


Two cases of congenital malformation of the heart are described, both cases having 
similar lesions apparently produced by factors operating in the same way. In both 
eases the abnormalities were confined to the heart only, thus pointing to an etiologic 
factor acting locally. A hereditary etiologic factor was excluded by a careful 
familial history. The author then proceeds to corroborate the theory of inflammatory 
genesis of the lesions. Both macroscopic and microscopic evidence are presented. 


In both cases the gross malformation was evident chiefly on the left side of the 
heart; there was involvement of the proximal portion of the aorta, but the inter- 
ventricular septum was completely developed. The combined lesions of malformation 
and endocarditis of the left ventricle (according to Rauchfuss) point to a postnatal 
type of primary endocarditis, since in cases of developmental deformities of the 
heart with secondary endocarditis, the inflammatory lesion is usually in the right 
side of the heart. The absence of a septal defect in both cases indicates that the 
development of the abnormality must be assigned to a period later than the seventh 
or eighth week of intrauterine life, because the septum normally is closed by this 
time. In both cases there was an almost identical thickening of the endocardium, 
projecting into the myocardium, with extensive formation of elastic connective 
tissue. This picture corresponds to the phase of healing in a postnatal inflammatory 
condition, and indicates a reparative process. The extensive development of new 
capillaries and capillary leucocytosis are usual concomitants or sequelae of inflamma- 
tion. In both cases the most extensive lesions were found within the capillary 
muscles, where necroses and caicifications indicate the past influence of toxic processes. 


W. B. SERBIN. 


Plaut, A., and Sharnoff, G.: 
Path. 20: 582, 1935. 


Acute Valvular Endocarditis in the New-Born, Arch. 


These authors report a case of acute mitral valvular endocarditis in the newborn 
with a review of the literature. The case occurred in a six and a half months’ 
fetus; the mother gave a history of having had influenza three weeks prior to 
delivery. The birth was premature and the baby lived one and a half hours. Serial 
sections of a valvular hematoma on the mitral valve were made. Microscopic examina- 
tion of these sections revealed a fresh thrombus attached to the leaflet at a point 
definitely separated from the hematoma. This vegetation consisted of a fibrinous 
network diffusely permeated by polymorphonuclear leucocytes and different cells with 
medium-sized nuclei; some of these stained deeply with hematoxylin. The endothelial 
lining of the leaflet was missing at the point of attachment of the vegetation; no 
bacteria could be found in the sections; the myocardium was normal. 


A causal relationship between the previous attack of the mother’s influenza 
and the fetal endocarditis seems improbable, nor was there any relationship between 
the hematoma and the vegetations, because there was normal intervening tissue be- 
tween these two lesions. Such cases are extremely rare. 


W. B. SERBIN. 
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Chase, W. H.: Infections in the New-Born, Canad. M. A. J. 32: 2, 1939. 


In a series of 445 consecutive autopsies upon babies under one month of age, 
119, or 26 per cent, presented gross or microscopic evidence of infection. Pneumonia 
was found in 97 (81 per cent). A classification based on the probable primary 


focus was used: 
1. Metastatic infections: (a) Intrauterine 9 and (b) extrauterine 8. 
2, Aspiration infections, intra- or extrauterine: (a) Products of conception 17 


and (b) food or nasopharyngeal material 21. 
3. Bronchial or peribronchial infections, without discoverable extrarespiratory 


focus; extrauterine 42. 

In the absence of specific spirochetes in the tissue, a diffuse interstitial pro- 
liferative reaction in many parenchymatous organs was accepted as evidence of con- 
genital syphilis. Aspiration was the immediate cause of death in most cases of 


congenital syphilis. 
The aspiration pneumonias had clinical and pathologic characteristics which 


differentiate them from other bronchial and peribronchial infections. 

Otitis media was the most commonly associated suppurative lesion and was confined 
almost entirely to the extrauterine respiratory infections. 

Although the clinical picture was nonspecific and indefinite, a definite anatomic 
classification of pneumonia has been found applicable. 


H. HESSELTINE. 


Neo-Natal Dermatitis, Brit. M. J. 1: 465, 1936. 


Carter, H., and Osborn, H. A.: 


Pemphigus neonatorum is a subepithelial infection starting as a localized blister 
and spreading by contact infection. It differs from impetigo bullosa of older in- 
fants in that the latter is an intraepithelial dermatitis. Pemphigus is caused by 
staphylococcus aureus in the majority of cases. Silver nitrate (20 per cent) injected 
into the original blister prevents extension of the disease. For prophylaxis all 
attendants with skin lesions should be barred from the maternity and nursery units. 

In Mill Road Infirmary where pemphigus was endemic for many years no cases 
occurred after methods of laundry and disinfection of clothing were revised and the 
laundry staff put under the direct supervision of the medical staff. 


F, L. ADAIR AND E. L. Porrer. 


Meltzer, Sara: Meconium Ileus, Canad. M. A. J. 34: 186, 1936. 


This baby was the third child. The first child died on the fourth day from i. 
bowel obstruction. The second child is living. This baby began to vomit shortly | 
after birth. On the second day of life intestinal obstruction was diagnosed and a 
laparotomy performed. There was meconium in the peritoneal cavity but the rupture 
was not investigated, only drainage was instituted. Death occurred forty-eight 
hours after birth. 

At autopsy there was no evidence of peritonitis. The bowel was greatly distended, 
increasing gradually from the duodenum to the ascending colon. The distention 
stopped suddenly at the splenic flexure. Below this level the bowel was apparently 
normal. A rupture was found at the hepatic flexure. No bands or adhesions were 
discovered. A meconium plug was blocked at the splenic flexure, while none was 
below this level. The meconium was yellowish, thick and extremely tenacious. 

After reviewing the literature, the author suspects that this baby had an occlusion 
of the pancreatic duct, a point overlooked at the autopsy. The first child died ap- 
parently from a congenital gastrointestinal anomaly also. 


H. HESSELTINE, 
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Smellie, J. M.: Intranatal and Neonatal Death, Lancet 2: 1453, 1935. 


This study is based on the records of 99 infants whose deaths had been reported 
to the coroner for the city of Birmingham. All of these died suddenly or unex. 
pectedly within the intranatal or neonatal period. 

The deaths were classified as stillborn, 21; asphyxia neonatorum, 37; intra- 
cranial hemorrhage, 17; and bronchopneumonia, 11; while congenital defects, supra- 
renal hemorrhage, volvulus, septicemia and violent death totaled only 13. In this 
series 75 failed to survive because of factors directly attributable to birth, 15 died 
from disease not directly associated with birth factors, 4 died from congenital 
anomalies, while 5 died from violence. 

These constitute a highly selected group and form but a small number of the 
total stillbirth and neonatal deaths in the city during the same period. The group 
studied represent a valuable collection because these deaths occurred in a section of 
the population outside institutional guidance or control and with very little medical 
supervision. 


H. CLose HESSELTINE., 


Sellers, T. B., and Sanders, J. T.: Analysis of 151 Consecutive Fetal and Neonatal 
Deaths, South. M. J. 28: 1017, 1935. 


The authors analyze 151 fetal and neonatal deaths occurring in a general private 
hospital in a series of 3,023 deliveries handled by about 100 different physicians. 
Excluding the deaths of 22 macerated and 21 nonviable premature infants there 
remains a mortality percentage of 3.6. Intracranial injury was present in 38 of the 
63 deaths among term infants. Though 18 deaths of term infants are listed as 
due to asphyxia and atelectasis, the authors believe that many of these may have 
been due to undiagnosed intracranial injuries. A variety of causes of death are 
given for the 45 viable premature babies. There were almost twice as many deaths 
following operative as following normal deliveries. The authors found intra- 
cranial injuries in 11 infants of 14 delivered with high forceps. They believe that 
the fetal mortality in a general hospital can be reduced greatly by early consulta- 
tion resulting in early diagnosis of abnormal conditions, and the timely application 
of proper surgical measures; that the high fetal mortality accompanying the use of 
forceps can be reduced by judicious substitution of cesarean section; that fetal 
mortality can be reduced by causing every accoucheur to possess accurate knowledge 
of the newer methods of resuscitation, avoiding such violent methods as swinging, 
contrast baths, and forced mouth-to-mouth insufflation, and having proper equip- 
ment for resuscitation in every hospital handling maternity cases. 


EUGENE S. AUER. 


Nattrass, Roland H.: Prevention of Intracranial Injuries of the Newborn, Brit. 
M. J. 2: 766, 1934. 


The author reports 107 necropsies, 46 per cent of which showed the presence 
of intracranial injuries. 

In discussing the mechanical causes of injury the author states that injury 
results when stretching of the supportive apparatus of the head, particularly of the 
tentorium cerebelli, is excessive. This occurs in cases of excessive molding and when 
the change in shape of the fetal skull is accomplished too quickly in an operative 
delivery. Exaggerated molding may be prevented by anticipating cephalopelvie dis- 
proportion and performing premature induction of labor or, if necessary, cesarean 
section at term. 

The author further states that breech delivery is ten times more likely to give 
rise to cerebral injuries than vertex deliveries and warns against drawing the un- 
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molded fetal head too violently through the pelvis. The routine performance of a 
lateral episiotomy is advised in every case of breech delivery. Care should be used 
in applying suprapubic pressure on the aftercoming head. 

In discussing the misuse of forceps, the author stresses the importance of avoid- 
ing cephalopelviec disproportion and misapplication of the forceps blades. The author 
personally favors the axis-traction type of forceps. He also warns against the use 


of too narrow blades. 
Other causes of intracranial injury mentioned are the use of pituitrin in cases 


with incompletely dilated cervix and excessive manipulation in efforts at resuscita- 
tion. Here the author advises clearing the throat of mucus, traction on the tongue, 
injection of respiratory stimulants and administration of carbon dioxide when the 


infant attempts to breathe. 


F. L. ADAIR AND I, C. UDESKyY. 


The Prevention of Birth Injuries, South. M. J. 28: 1021, 


Hannah, Calvin R.: 
1935. 


Quoting Ehrenfest, the author states that in many cases, especially prematures, 
there is extreme molding of the head causing an overriding of the bony fragments. 
This in turn causes a displacement of the intracranial contents, and a tearing away 
of veins from dural sinuses. The course of the arteries is distorted, causing occlu- 
sion resulting in anoxemia which may damage a few sensitive brain cells beyond 
repair. The blood vessels in the brain of a premature infant are fragile and will not 
resist the pressure like those of a mature baby. Therefore interruption of pregnancy 
should always be delayed as long as possible unless delay jeopardizes the life of 


Abnormal presentations and positions should be corrected before the 
Forceps, 


the mother. 
onset of labor and thus lessen the necessity for the use of instruments. 


properly applied, and a central episiotomy cause less injuries to the fetal brain than 
to permit the fetal head to remain on the perineum for long periods of time. 
Precipitate labor should be prevented by the use of sedatives or anesthesia. Fetal 
brain injury may be due to the failure of the brain cells to develop from faulty 
germ plasm rather than the fault of the delivery. 


EUGENE S. AUER. 


Falsia and Allievi: Diaphragmatic Hernia of the New-Born, Bol. Soc. de obst. 
y ginec. (Buenos Aires) 15: 339, 1936. 


The authors present 6 cases of diaphragmatic hernia in the newborn, found at i 
autopsy. The authors make a plea for outine autopsy in all cases of neonatal | 
death, in order that the real diagnosis of cause of death may be made and also 
to exonerate the obstetrician in these cases of unavoidable death. 


Mario A. CASTALLO. 


Rosenthal, S. R.: Relationship Between Trauma Sustained at Birth and En- 
cephalitis in Children, Arch. Path. 16: 33, 1933. 


The author reports three cases of encephalitis occurring in children of the same 
family, in whom the primary condition was apparently of traumatic origin at 
birth, while the superimposed changes were of infectious or toxie origin. The on- 
set was insidious in all cases and characterized clinically by nervousness, vomiting 
and headache, so slight at first that pathologie changes in the brain were not con- 
sidered. It has long been known or suggested that idiopathic and atypical cases 
of encephalitis in children may be caused by injuries sustained at birth. With the 
brain as a locus minoris resistentiae, cryptogenic or obvious infections may initiate 


| 
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encephalitis. The history of the labor and its effect on the newborn may be of 
value in arriving at a diagnosis. The temperature, spinal fluid findings and leucocyte 
count depend upon the severity of the superimposed infection. 

The macroscopic appearance of the brain may be normal if the injuries were 
slight, or may be altered by recent infection. In severe cases, small yellow nodules, 
grayish white plaques or the formation of minute cysts may be seen, and the brain 
may be focally or diffusely firm, with shrunken gyri, most commonly of the frontal 
and occipital lobes. The most extensive lesions are hemorrhages, porencephaly, 
atrophy of the entire hemispheres or sclerosis of the hemispheres. The meninges 
may or may not be thickened; the falx cerebri and the tentorium cerebelli may 
show evidences of old rents or hemorrhages. Microscopically, there may be pre- 
sclerotic or sclerotic foci, with colloid deposits, or formation of cysts. These latter 
are suggestive of trauma sustained at birth. The prognosis, however, is not neces- 
sarily fatal. 

W. B. Sersin. 


Sjovall, A.: Cephalhematoma of the Newborn, Acta obst. et gynec. Scandinay. 
15: 443, 1936. 


A review of 171 cases of cephalhematoma of the newborn is presented. Since 
these occurred among 40,252 newborn babies, its incidence was 0.4 per cent. In 80 
cases, the cephalhematoma was discovered during the first week after delivery, in 40 
cases it was noticed during the first two days and in 10 instances on the day of birth, 
In 50 per cent of the cases the hematoma was over the right parietal bone. In 20 per 
cent of the cases a major obstetric operation may have been responsible for the 
hematoma. In more than 70 per cent of the cases the mothers were primiparas and 
their labors were longer than usual. Three-fifths of the babies were males; hence a 
constitutional factor may be of importance in the development of cephalhematomas. 


J. P. GREENHILL. 


Birke, L.: Birth Injuries of the Nose, Monatschr. f. Geburtsh. u. Gynak. 98: 144, 
1934. 


The author investigated a series of 542 newborn babies within the first eight days 
of life. In only 23 of all these cases did he fail to find some differences between 
both halves of the nose. In all the rest, definite differences were noticeable. How- 
ever, in only 9 cases could these differences be associated with the course of labor. 
Injuries to the bony portion of the nose were observed in 3 cases. Among the 9 cases 
of possible birth injury to the nose there were 4 complicated cases of labor. 


J. P. GREENHILL. 


Moncrieff, Alan: Nasal Obstruction in the Newborn, Brit. M. J. 1: 1295, 1936. 


Breathing takes place exclusively through the nose in the newborn period, even 
though the mouth may appear to be open. The ability to breathe through the mouth 
develops by about the tenth to the fourteenth day of life. When nasal obstruction 
is present in the early days of life, it may prove fatal. That the newborn may have 
great difficulty in acquiring mouth breathing is demonstrated by the histories of 
several cases. The obstruction may be bony and permanent or inflammatory and 
temporary. 

The author emphasizes the importance of investigating the nasal airways in any 
newborn infant who has apparent difficulty in breathing. A soft rubber catheter, 
lubricated, may easily be passed through each nostril. If obstruction is present, an 
airway must be maintained through the mouth for about ten days, until the baby 
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learns to breathe through the mouth. A stomach tube may be necessary to administer 
feedings, two or three times daily. Congenital adenoid enlargement is an important 


cause of nasal obstruction in the newborn. PL. Pe 


Gymnich, F.: Liver Injury in the Newborn After Spontaneous Delivery, 
Monatschr. f. Geburtsh. u. Gynak. 91: 31, 1952. 


Gymnich reviews the nine cases in the literature in which the liver in newborn 
babies was injuried during spontaneous delivery and he reports a case of his own. 
The injury may consist of either a central or peripheral rupture of the liver or a 
subcapsular hematoma with laceration of the capsule. The cause of these injuries 
in spontaneous labors is pressure of the ribs against the liver. Death usually follows 
a few days after birth and is due to repeated hemorrhage. Prophylaxis of liver 
damage during labor consists of a timely episiotomy if there is difficulty in de- 


livering the body after the head is born. J. P. GREENHILL, 


Levinson, Samuel A.: Suprarenal Hemorrhages (Traumatic) in the Newborn, 
Am. J. Surg. 29: 94, 1935. 


In a series of 8 cases of suprarenal hemorrhages in the newborn, 6 of the 
infants were delivered in breech presentation. The histories were quite typical 
so far as there was cyanosis, dyspnea, and the infants were pallid. The labor 
varied from four and one-half to fourteen hours, and the mothers were multiparas. 
There was no previous history of an acute infection or eclampsia. The infants lived 
from twenty-four to twenty-seven hours after delivery. The diagnosis in most 
of these cases was undetermined, but in one case massive atelectasis or broncho- 


pheumonia was suggested. 

The autopsy findings were essentially negative in all the organs except for massive 
hemorrhage in both adrenal glands. In one of the infants was found hemorrhage 
in the lung parenchyma. The hemorrhage may remain within the capsule of the 
suprarenal gland or it may extend beyond its boundaries. The gland may become 
enlarged and solid, or it may undergo hemorrhagic cystic changes. At times the 
capsule ruptures, and the hemorrhage may infiltrate the retroperitoneal tissue. In the 
present series the authors have not observed any bleeding into the peritoneal cavity. 

In 2 other infants, delivered by cesarean section, attempts at resuscitation were 
made by suspending the infant by its legs, and slapping the lumbar region, using 
the palm of the hand. Both these infants presented the findings already mentioned 
and lived twenty and twenty-eight hours, respectively. The essential pathology in 
these two instances was similar to that already described. 


J. THORNWELL WITHERSPOON. 


Schenk, F.: The Type, Origin and Frequency of Eye Injuries in the Newborn, 
Med. Klin. 29: 1433, 1933. 


Injuries to the eye of the newborn may occur during spontaneous labor not 
necessarily associated with contracted pelves or prolonged labors. In cases of con- 
tracted pelves the incidence of these injuries is definitely greater. However, in the 
majority of cases, eye injuries are the result of trauma due to the pressure of forceps 
blades. Damage may occur not only when the blades of the forceps are applied in 
the occipitofrontal diameter but also when they are applied in the biparietal diameter. 

In a series of 27,100 labors observed during the last twenty-one years, Schenk 
counted 29 instances of eye injury. Of these, 8 occurred during spontaneous labor 
but three of these babies presented by the face, two babies were in an occiput 
posterior and 3 in an occiput anterior position. Fifteen injuries resulted from the 
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use of Naegele forceps of which 6 were high, 4 were midpelvie and 5 low forceps 
operations. In 9 of the 15 cases the forceps had been applied in the biparietal 
diameter. In six cases damage resulted after Kielland forceps were used. The 
author warns against permitting women to remain in labor for too long a time. He 
suggests resorting to the cervical cesarean section in cases of contracted pelves 
and the avoidance where possible of the use of high forceps operations. 


J. P. GREENHILL. 


Lehrfeld, Louis: Limitations of Use of Silver Nitrate in Prevention of Ophthalmia 
Neonatorum, J. A. M. A. 104: 1468, 1935. 


An. elaborate survey was made in six of the largest Philadelphia hospitals in an 
effort to determine why ophthalmia neonatorum has not decreased. Birth records 
of 28,000 cases were thoroughly studied. Six hundred and thirty-two cases of 
ophthalmia (2.2 per cent) were found. Approximately 30 per cent of these cases 
were gonorrheal in origin. It appears that the Credé method of prophylaxis is 
not being carried out in the Philadelphia institutions as originally described by the 
founder or that the instillation of one drop of a germicide has been relied upon too 
much with a sense of complacent security. 

The most striking fact of the survey is that expectant mothers known to have 
gonorrhea have not been actively treated for the disease. In hospitals where a 
careful attempt was made to treat gonorrhea before delivery the incidence of 
ophthalmia neonatorum was only one-fifth of that in hospitals where no attempt was 
made to treat the gonorrhea in the expectant mother. 


The following procedures are recommended : 


1. Gonorrhea in the expectant mother should be treated, not with the view of a 
cure, but to reduce the number of organisms present, thereby minimizing the likeli- 
hood of infection of the infant’s eyes. 

2. Thorough flushing of the eyes of the newborn with sterile boric acid solution, 
90 ¢.c. being used for each eye, followed immediately by instillation of 0.5 per 
cent solution of silver nitrate on three successive days. On the fourth and subsequent 
days during the first two weeks the eyes should be flushed thoroughly with sterile borie 
acid solution. 

3. Compulsory reporting of all cases of ophthalmia neonatorum. 

4. Change in state laws to include prenatal antisepsis. 

5. Superficial sterilization of the birth canal before delivery of all hospital elinie 


patients, particularly negroes. 
Grover Lirsr. 


Trattner, Sidney: Chemical Injury of Cornea in the Newborn With Report of 
Experiments, Virginia M. Monthly 62: 163, 1935. 


Discussing corneal injuries and sears, the author states that a damage that would 
likely be permanent in an adult and result in loss of useful vision, often heals 
completely in children with little or no loss of vision. He reports a case of corneal 
injury in a newborn, following the use of strong silver nitrate prophylactically, so 
severe that no clear cornea was visible. Treatment consisted of atropine sulphate 
1 per cent, cold boric irrigations and white vaseline daily. Five months later there 
was practically complete recovery in one eye, though less in the other. 

In experimental injuries of the eyes of guinea pigs with phenol the subsequent 
treatments with subconjunctival injections of serum and plasma diluted with 50 per 
cent Tyrode’s solution, an accepted ophthalmic procedure, failed to aid recovery; in- 
deed the author believes that these subconjunctival injections rather interfered with 


recovery. More work on the subject is indicated. 
EUGENE 8S. AUER. 


Correspondence 


Dear Sir: 


There is one statement in Dr. Tamis’ article, ‘‘Management of Secondary 
Amenorrhea of Functional Origin’’ (this JouRNAL 32: 845, 1936), which requires 
correction. 

He states, ‘‘Since then several reports have appeared substantiating these results, 
the latest being that of Mazer and Spitz.19 These authors stress the fact that x-ray 
should be a measure of last resort because of the possibility of inducing castration 
atrophy despite the control of dosage.’’ There is nothing in our article which 
appeared in the AMERICAN JOURNAL OF OBSTETRICS AND GYNECOLOGY of August, 1935, 
to warrant this impression. On the contrary, in referring to eleven regularly men- 
struating women we state, ‘‘In none of them was the menstrual rhythm affected by 
irradiation in doses within the limits indicated above. This, in our opinion, is suf- 
ficient clinical proof of the safety of the procedure and discounts definitely the 
impression of harm when occasionally a partially amenorrheic woman incidentally 
passes into a more permanent state of amenorrhea following low-dosage irradiation 
of the ovaries.’’ We further state: ‘‘These data indicate that the procedure is 
harmless. ’’ 

CHARLES MAZER. 

December 22, 1936. 


Books Received 


A PREFACE TO NERVOUS DISEASE. By Stanley Cobb, M.D., Bullard Pro- 
fessor of Neuropathology, Harvard Medical School, ete. 173 pages. William Wood - 
& Company, Baltimore, 1936. 

BEING BORN. By Frances Bruce Strain. 144 pages. D. Appleton-Century 
Company, New York, 1936. 

RADIOTHERAPIE GYNECOLOGIQUE. Par R. Mathey-Cornat, Radiologiste des 
hépitaux, ete. 369 pages. Masson et Cie, Paris, 1936. 

MEDICAL DICTIONARY. By Thomas Lathrop Stedman, A.M., M.D. Thirteenth 
revised edition, illustrated, 1291 pages. William Wood & Company, Baltimore, 1936. 

YEAR BOOK. Royal. Prince Alfred Hospital Medical Officers’ Association. 
Sydney, N. S. W., 1935. 

MEDICAL CLASSICS. Compiled by Emerson Crosby Kelly, M.D., Department 
of Surgery, Albany Medical College. The Williams & Wilkins Co., Baltimore, 1936. 

A TEXTBOOK OF OBSTETRICS. By Edward A. Schumann, M.D., F.A.C.S., 
Professor of Obstetrics, School of Medicine, University of Pennsylvania, ete. 780 
pages with 581 illustrations. W. B. Saunders Company, Philadelphia, 1936. 

THE MANAGEMENT OF OBSTETRIC DIFFICULTIES. By Paul Titus, M.D., 
Obstetrician and Gynecologist to the St. Margaret Memorial Hospital, ete. 879 

‘pages, with 314 illustrations, including four in color plates. The C. V. Mosby Com- 
pany, St. Louis, 1937. es. 
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KONSERVATIVE THERAPIE DER FRAUENKRANKHEITEN. Von Profes. 
sor Dr. Heinrich Kahr, Vorstand der I. Universitaets-Frauenklinik in Wien, ete, 
Zweite, neubearbeitete und vermehrte Auflage. 327 Seiten. Verlag von Julius 
Springer, Wien, 1937. 


DIE GYNAEKOLOGISCHEN OPERATIONEN. Von Professor Dr. Heinrich 
Martius, Direktor der Universitaets-Frauenklinik in Goettingen. 3896 Seiten, mit 404, 
zum groessten Teil farbigen Abbildungen und Bilderreihen. Verlag von Georg 
Thieme, Leipzig, 1937. 


THE PHYSIOLOGY AND PHARMACOLOGY OF THE PITUITARY BODY, 
By H. B. Van Dyke, Professor of Pharmacology, Peiping Union Medical College, 
Peiping, China. 577 pages. The University of Chicago Press, Chicago, 1936. 

DIE KUENSTLICHE SCHEIDENBILDUNG AUS DEM MASTDARM. Von 


Dr. Gotthard Schubert. 69 Seiten mit 35, teils farbigen Abbildungen. Ferdinand 
Enke Verlag, Stuttgart, 1936. 


Items 


American Board of Obstetrics and Gynecology 


Practical oral and clinical examinations for Group A and B appli- 
eants will be held at Atlantic City, N. J., on June 7 and 8, 1937. 

Applications for the Group A examination will be received in the 
office of the Secretary, Dr. Paul Titus, 1015 Highland Bldg., Pitts- 
burgh (6), Pa., to April 9, 1937. Application blanks may be secured 
from the Secretary’s office. 


Southeastern Surgical Congress 


The Southeastern Surgical Congress announces the Eighth Annual 
Assembly of the Congress to be held in Louisville, March 8, 9, and 10, 
1937, with headquarters at the Brown Hotel. 

There will be three full days of postgraduate lectures and one public 
meeting at which time the C. Jeff Miller Lecture will be given. 
Its purpose is to honor the late Doctor C. Jeff Miller of New Orleans. 
Dr. W. D. Haggard will present the Memorial address, Dr. Frederic 
A. Besley, President of the American College of Surgeons, Dr. Charles 
Gordon Heyd, President of the American Medical Association, Dr. J. 
H. J. Upham, President-Elect of the American Medical Association, 
Dr. Frank Boland, President of the Southern Medical Association, and 
Dr. Fred Rankin, President-Elect of the Southeastern Surgical Con- 
gress and President of the Southern Surgical Association will all give 
talks on this occasion. 

For information write or wire Dr. B. T. Beasley, Secretary-Treasurer, 
701 Hurt Building, Atlanta, Georgia. 


a). 


